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hunger control with less than 1% CNS stimulation 


Dosage: One 25 mg. tablet one hour before meals, and to control nighttime hunger, another tablet in mid- 
evening will not interfere with sleep. TRADEMARK: TENUATE® (diethyl propion) 
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FORMULATION: 


Probital provides rational, cénvenient therapy in 
smooth-muscle spasm: spasm of the pylorus, small 
and large intestines and the sphincter of Oddi, as well 
as gastritis, biliary dyskinesia and diverticulitis. 
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Management of a Case of Acute Lead Poisoning 
E. O. Lukasek, M.D. 


Contents Dr. Lukasek discusses the successful treatment of a painter with 
acute lead poisoning. 









The Use and Abuse of Digitalis 
Bernard H. Pastor, M.D. 

A thorough, up-to-date review of digitalis and its use in heart 
disease. 






Sporotrichosis in Employees of a Tree Nursery 
Willard N. Hayes, M.D. 
Farmers, nurserymen and others working in rural areas may de- 
velop sporotrichosis. This article, therefore, is of particular impor- 
tance to doctors practicing in rural areas. 
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tional tion of physici gaged in the general 
practice of medicine and surgery. It is dedicated to the Rationale for the Use of Symptomatic Drugs .. 116 
belief that general practice is the keystone of American ‘ Fl ss 
medicine, and to the conviction that continuing study is Francis H. Hoffman, M.D. and William A. Steiger, M.D. 
the basis of sound general practice. It is the role of GP, Symptomatic treatment is desirable only under certain circum- 









official publication of the Academy, to provide constantly 
the best postgraduate literature in all phases of general 
practice in its scientific section. In other regular depart- 


SGN SAO GES ae aie caperts pertinent to Public Health and Aeromedical Aspects 

the work of the Academy's 15 standing committees. ° ° 4. ° 99 
of International Airline Operation . . . ._.. 122 

Otis B. Schreuder, M.D. 

An informative discussion concerning the medical problems not 

only of air travel but also of the actual operation of the international 

airlines. 





stances, which are described in this article. 

















The Surgical Treatment of Panniculus Adiposus 
Abdominis. ... bi eas aaa ie é 
Howard C. Baron, M.D. 

Surgical intervention is indicated for other than cosmetic reasons. 
Good clinical results can usually be obtained. 
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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


The Treatment of Myxedema. MONTE A. 
GREER, M.D. Myzxedema is best treated by 
gradually increasing the dose of thyroid to the 
point of toxicity and then lowering the dose to 
the point of maximum benefit. 


Modern Shaving Techniques in Relation to Le- 
sions of the Skin. EDMUND F. FINNERTY, JR., 
M.D., WILLIAM R. HILL, JR., M.D. AND SALVA- 
TORE J. MESSINA, M.D. The authors show how 
the method of shaving is related to various skin 
disorders. 


Evaluation of Critical Factors in Extracorporeal 
Circulation. GERALD H. PRATT, M.D., WILLIAM 
WOLFF, M.D. AND JOHN COMER, M.D. A timely 
review of the problems presented by open heart 
surgery. The program necessary to carry out 
this procedure is clearly described. 


Newer Systemic Chemotherapy of Bacterial Der- 
matoses. ALFRED L. WEINER, M.D. The newer 
chemotherapeutic agents are quite effective in 
treating severe or extensive bacterial dermatosis, 
including some cases due to organisms resistant 
to the commonly used antibiotics. 


Treatment of the Nonmalignant Unhealthy Cer- 
vix: Cervicitis. JAMES A. MERRILL, M.D. 
Chronic cervicitis presents some difficult prob- 
lems in treatment, but it can be properly taken 
care of in an office procedure. 


Ototoxicity of Certain Antibiotic Drugs. JoHN B. 
GREGG, M.D. AND DEAN M. LIERLE, M.D. 
Several members of the broad spectrum group of 
antibiotics are shown to have definite and severe 
injurious effects upon the structures of the inner 
ear. 


Chicken Pox Pneumonia. ARTHUR R. CRAMPTON, 
M.D., MARTIN H. SEIFERT, M.D. AND H.C. 
BURKHEAD, M.D. Varicella virus invasion of 
the lower respiratory tract is seen almost ex- 
clusively in young adults. This complication of 
chicken pox, although still rare, seems to be 
increasing in frequency as more adults are de- 
veloping the disease. 
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Isoxsuprine hydrochloride, Mead Johnson 


e increases blood flow by direct 
action on the smooth muscle of 
the blood vessels"? 


e provides relief in a high percent. 
age of patients with a wide variety 
of peripheral vascular disorders’ 


e effective in intermittent claudi. 
cation,”* coldness and numbness 
of extremities,*® trophic ulcers,” 
and leg cramps*’ associated wit! 
arteriosclerosis obliterans, diabetic 
vascular disease, Buerger's disease 
Raynaud's disease and frostbite 


Dosage and administration: 1 or 2 tablets (10 # 
20 mg.) three or four times daily. 


Supply: 10 mg. tablets, bottles of 100; 2 cc. ampus 
(5 mg./cc.) for intramuscular use, boxes of 6. 


References:(1) Kaindl, F.; Samuels, S.S.; Selman, D, 
and Shaftel, H.: Angiology 70:185-192 (Aug.) 198. 
(2) Samuels, S. S., and Shaftel, H. E.:'J.A.M.A. 77! 
142-144 (Sept. 12) 1959. (3) Kraucher, G.: Prakt. Ant 
11:325-329, 1957. (4) Birkmayer, W., and Mentasti, M: 
Wien. med. Wchnschr. 708:395-396 (May 3) 196 
(5) Clarkson, I., and LePere, D.: Detailed report it 
Mead Johnson research files. (6) Billiottet, J., and 
Ferrand, J.: Sem. méd. 34:635-637 (May) 1958. (/ 
Singer, R.: Wien. med. Wehnschr. 107:734-7% 
(Sept.) 1957. 


\ Mead Johnson 


Symbol of service in medicin 
os 








PUBLISHER 

Mac F. Cahal 

PUBLICATION COMMITTEE 

Daniel M. Rogers, M.D., Chairman 
John C. Ely, M.D. 

Charles G. Bryant, M.D. 

Paul J. Seifert, Jr., M.D. 

Holland T. Jackson, M.D. 

Albert E. Ritt, M.D., ex officio 
Albert S. Dix, M.D., ex officio 


EDITORIAL STAFF 
Arthur C. DeGraff, M.p., Medical Editor 
Edmund H. Reppert, M.D., Assistant Medical Editor 
Walter H. Kemp, Managing Editor 
Associate Medical Editors 
Howard C. Baron, M.D. (For Surgery) 
John C. Rose, M.D. (For Medicine) 
Sol Katz, M.D. 
Leonard Berman, M.D. 
Benedict J. Duffy, Jr., M.D. 
Editorial Assistants 
Cleo Norris 
Lois Lamme 
Marilyn Benson 
Jane Weintraub 
Medical Art 
Philip C. Johnson, Medical Art Editor 
Biagio Melloni, Consultant 
ASSISTANT PUBLISHER 
M. G. Hermetet 


PRODUCTION MANAGER 
F. Roy Anderson 
Donald Kunitz, Assistant 
ADVERTISING 
Carl L. Goullaud, Sales Manager 
15 Orient Way, Rutherford, New Jersey 
Richard F. Knott, Midwest Representative 
7530 North Sheridan Road, Chicago 26, Illinois 
Dillenbeck-Galavan, Inc., Western Representatives 
266 South Alexandria Avenue, Los Angeles 4, California 
Dale Wharton, Advertising Promotion Manager 


COMPTROLLER 
Norman P. Allen 


READERSHIP 
a@® = 
‘RESEARCH 
Articles for publication and all related correspondence and materials 


should be addressed to the Editorial Department, GP Magazine, 
Volker Boulevard at Brookside, Kansas City 12, Missouri. 


G P October 1960 





Publisher’s Memo 








THE DECEMBER issue of GP will carry a special 
feature article highlighting a 12th Annual As- 
sembly survey. During the four-day Philadel- 
phia meeting, survey experts from Windsor As- 
sociates, a New York research firm, queried 1,500 
of the 3,500 physician registrants. The results 
intrigued us. We don’t want to tip our hand but 
a leaked fact or two won’t dilute the final product. 

The survey confirmed our contention that As- 
sembly attendance is more than mildly habit- 
forming. We won’t break it down but maybe we 
can whet a few appetites. Fact: One out of every 
three doctors who came to Philadelphia had at- 
tended at least four previous Assemblies (41 
dedicated stalwarts had attended all 12). 

Our figures show that the registrants’ median 
age was 43. We also know how much it cost the 
doctor to attend an Assembly and how much his 
wife spent on her peripatetic shopping tours. One 
item was of special interest: The doctors pur- 
chased, from technical exhibitors, $145,000 worth 
of products and equipment. That represents pur- 
chases averaging $41 per doctor. 

These and myriad other facts will be released in 
December. In the meantime, members of the 
staff are making plans for the April, 1961, Miami 
Beach Assembly. More than 300 hotel reserva- 
tion requests have already been received (a 
handy form appears on page 249). A few weeks 
from now, staff “scouts” will fly to Miami Beach 
to pinpoint final plans. The Academy’s Annual 
Assembly is an around-the-calendar operation— 
each four-day session requiring more than a year 
of detailed planning. 

If you haven’t already made your reserva- 


tions, now’s the time. 
—M.F.C. 
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| Health Care Plan 
_ Faces Problems 


| FDA Puts Hoxey 
’ Out of Business 


Wants Generic 
Names in Ads 
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/SIGNIFICANT EVENTS 


> The nation's new health care program has created a wealth 
of state-level problems revolving around statutes, taxes and 
personalities. Arizona has a state law that bans medical 
welfare programs. In New York, Governor Rockefeller doesn't 
regard the plan as a "real solution," may not seek enabling 
legislation until after the November elections. Other 
states are waiting for more details from Washington. 

The plan requires each state to carry from 20-50 per cent 
of the financial load, depending on per—capita income 
levels. Many states, it seems, don't have their dollars in 
the till and are reluctant to impose new taxes on an 
already tax—burdened populace. 

Meanwhile, on the first of four nationally—televised de- 
bates, Democratic Candidate John Kennedy indicated that he 
still favors a compulsory health insurance plan anchored to 
the social security system. Candidate Nixon reaffirmed his 
confidence in a voluntary plan. Nixon has consistently 
opposed compulsory health insurance schemes. 



































> The Food and Drug Administration has finally closed the 
Hoxey cancer clinics, reputed to have cost the guileless 
and the gullible more than $50 million. A recent federal 
court order makes "complete and final: discontinuation" of 
the Hoxey treatment mandatory. The coup de grace came in 
the form of a permanent injunction decree and a supplemental 
consent decree ordering Harry M. Hoxey to accept no more 
profits from clinic operations. 

FDA Commissioner George P. Larrick pointed out that the 
injunctive decrees and the closing of the Taylor Clinic in 
Dallas, "culminate 10 years of almost continuous litigation 
in FDA efforts to curb this worthless nostrum." Larrick 
added that the Hoxey treatment is "no longer a significant 
factor in the exploitation of cancer victims." 























>» The House Interstate and Foreign Commerce Committee has 
received HR 12831, a bill requiring that all prescription 
product advertising must include a "truthful" disclosure 

of the compound's generic name. Failure to comply with this 
proposed amendment to the Federal Trade Commission Act 

would constitute "false advertising." The bill was intro- 
duced by Representative Dingell (D-Mich.), son of the 
Dingell who went all out for compulsory health insurance 

in 1949. 
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Kefauver Plans 
New Legislation 


Board Discharges 
Special Committee 


Urges Hometown 
Care for Veterans 


> Apparently convinced that he is now an expert on the 
manufacturing and merchandising of pharmaceutical products, 
Sen. Estes Kefauver (D—Tenn.) now plans to concentrate on 
developing new legislative proposals. Few are convinced 
that the hearings (more aptly termed "inquisitions") have 
altered the Senator's preconceived notions and objectives. 
Kefauver came up with the understatement of the year when 
he recently pointed out that the AMA and certain other 
groups will have a "very real interest" in the bills he will 
write and introduce. 














> At its September 22-23 meeting at the Headquarters office, 
the Academy Board of Directors discharged the Committee 

for Liaison with the General Practice Section of the AMA 

on Certifying Boards. This important function was then 
assigned to the Executive Committee. The four members of 
the committee (Drs. James Murphy, Albert E. Ritt, John Paul 
Lindsay and Paul S. Read) will thus study proposals and 
problems relating to general practice certifying boards and 
agencies. 

At the Miami Beach AMA meeting last June, the founders of 
the American Board of General Practice agreed to let the 
organization "lie dormant" until such time as the Academy 
and the AMA Section on General Practice indicate a mutual | 
desire to proceed. Letters and correspondence received : 
at the Headquarters office, in reply to a special request, 
indicate a continuing low level of interest plus some firm 
opposition to a general practice certifying procedure. 

The Board also appropriated funds for a comprehensive 
study of general practice trends. The study will probably 
require 18 months and be carried out by the Opinion Research 
Corporation of Princeton. 















































> AMA Trustee R. B. Robins, a former president of the 
Academy, recently urged the Veterans' Administration to 
make greater use of community health services. Speaking at 
an Indianapolis meeting, Dr. Robins said the AMA has tried 
to restore post-World War II hometown care plans, has run 
into "stone—wall opposition from VA officials" who contend 
that the program should be "more directly under VA control." 











—M. F. C. 























Drug “moonshiners” are plaguing major pharma- 
ceutical companies. Low quality drugs, bearing 
counterfeit markings of some of the nation’s 
outstanding drug firms, are appearing on phar- 
macists’ shelves. In a recent raid on a Hoboken, 
N.J., loft, police found a large quantity of drugs 
and tablet-stamping dies of Schering, Merck 
Sharp & Dohme and Smith Kline & French. 


The automobile industry 
will present a paradox- 
ical face to the public 
this fall. Three of four 
new “compact”’ cars ap- 
pearing on the market 
will be bigger than any 
now on the road, and 
some of the current 
compacts will increase 
engine horsepower. On 
the other hand, the 
“big” cars will undergo 
a slight shrinking. 








Although an autumn business pickup is forecast, 
economists believe it won’t revive a real inflation 
danger. A sign that inflation fears are being 
shelved: The Federal Reserve is easing stock 
credit brakes. 


The New Jersey Board of Medical Examiners will 
no longer accredit foreign medical schools (Ca- 
nadian schools are the exception). Foreign school 
graduates will have to complete at least three 
years’ training in U.S. hospitals before they can 
qualify to practice in the state. 


Virginia Attorney General Albertis S. Harrison 
has ruled that state physicians must answer 
questions of law enforcement officers about 
alleged crimes committed by their patients, even 
though the information sought may have been 
given the physician in confidence. 
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More local areas are adding income taxes to help 
meet growing revenue needs. Forty-two Ohio 
towns now levy such a tax, and Philadelphia and 
Detroit are considering a similar move. 


Accidents outrank every other cause of death 
among women in adolescence and early adult life. 
According to a recent Metropolitan Life Insur- 
ance Co. report, 11,000 American women between 
15 and 64 were killed in accidents in 1959. 


Four major pharmaceutical companies have, in 
effect, cut prices 15 per cent on the tetracycline 
group of antibiotics. Reductions were made by 
discounts on sales to retail pharmacists. 


The Russian Ministry of Health, concerned about 
communicable disease in that country, plans to 
train subprofessional personnel in immunization 
and epidemiology, hopes to ease the burden on 
physicians. 


The American Dental Association has endorsed 
one particular toothpaste as “effective” in pre- 
venting tooth decay and will allow the manufac- 
turer to quote the association in future promo- 
tional campaigns. 


Physicians are battling 
a new quack—the non- 
medical author who 
prescribes home cures. 
Latest-on-the-scene 
Benjamin W. New- 
man’s Hay Fever and 
Common Sense describes 
“a drugless therapy . . . 
to enjoy year-round 
good health . . . requires 
no expensive medical 
care, painful treatment 
or costly changes of cli- 
mate.” 
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ENCOURAGING NEWS 
IN ANGINAL THERAPY 


Reporting on extensive clinical trial of ISORDIL, 
a group of important investigators found 


“impressive improvement in 67% of patients..., 


y71 


favorable response in a total of 75%. 


1. Fisch, S., Boyle, A., Sperber, R., and DeGraff, A. C. 


In their thoroughly documented report on 60 angina patients studied by open 
clinical trial, Fisch, Boyle, Sperber, and DeGraff found improvement in 75% of 
patients; 18% did not respond. Minor side reactions (mostly headache) hindered 
evaluation in only 7% of the patients treated. 


Average Dosage Low, 
but Individualization Required 


Average effective dose of ISORDIL was 10 
mg. q.i.d.; 26% of patients received higher 
doses, 16% lower doses. Of all patients, 
87% receivedandtolerated 5to 15mg. q.i.d. 


Headache Commonest Side Effect, 
Easily Relieved 


Although headache occurred initially in27% 
of patients studied, it caused discontin- 
uance of ISORDIL in only 4 patients. Con- 
tinued therapy, adjustment of dosage, or 
use of acetylsalicylic acid relieved headache 
in all other cases. 





Other Studies Confirm Results, 
Establish Additional Benefits 


Maintenance of active coronary vasodila- 
tation by ISORDIL, as shown by Leslie,? 
Albert? and Fremont,‘ virtually eliminates 
periods of unprotection. Benefits are ap- 
parent as early as 15 minutes, persist for 
at least 4 hours. No lag in onset. . . impor- 
tant during early morning and postprandial 
stress. 








References: 1. Fisch, S., Boyle, A., Sperber, R., and 
DeGraff, A.C.: Presented at the annual meeting of the 
American Therapeutic Society, Miami Beach, Florida, 
June 10, 1960. To be published. 2. Leslie, R.: Sub- 
mitted for publication. 3. Albert, A.: In Manuscript. 
4. Fremont, R.E.: To be published. 


TABLETS 





p/w CAMERON COMPANY «+ New York 16, New York 


Isosorbide Dinitrate, Ives- DIE. 





p/ ween and Professional Samples Available on Request. *Trademark 





Volume XXII, Number 4 


















Quantum Sufficit 


Soviet health officials 
plan to ‘‘completely 
eradicate” malaria in 
Russia this year and to 
reduce diphtheria, ra- 
bies, hookworm disease 
and Taeniarhynchus to 
the “point of sporadic 
occurrence” by 1965. 





For the first time since World War II, the average 
patient stay in short-term general hospitals has 
lengthened. The American Hospital Association 
reports that the length of stay rose to 7.8 days in 
1959 after an all-time low of 7.6 in 1958. 


Persons who cannot qualify for life insurance are 
a rapidly diminishing group. The Institute of 
Life Insurance reports that only three out of 
every 100 applications for ordinary life insurance 
are not accepted for reason of the applicant’s 
health, occupation, habits or family medical 
history. 


Public Law 639 now provides that veterans with 
nonservice ills can obtain free service needed to 
prepare them for admission to a VA hospital 
and outpatient care after treatment. This rule 

previously applied only to service-connected ills. 


More than 60 per cent of all prescriptions cost $3 
or less, the Pharmaceutical Manufacturers Asso- 
ciation reports. Only about one in 100 prescrip- 
tions costs as much as $10. 


A doctor in Tunbridge 
Wells, England, angrily 
complained to the town 
council about a sign put 
up 30 yards from his 
office door. The sign: 
“To the Crematorium 
and Cemetery.” 
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Sir Arthur Porritt, new British Medical Associa- 
tion president, believes administration of his 
country’s National Health Service should be 
turned over to an independent body. In his in- 
augural address, he said the time has come to 
lift medicine in Britain out of the realm of party 
politics which has bedeviled it from the start. 


Warner-Lambert Pharmaceutical Co. and Minne- 
sota Mining & Manufacturing Co. have a tenta- 
tive agreement to merge, subject to stockholder 
approval by both companies. The net effect will 
be an exchange of one share of Warner-Lambert 
common for one and 1/10 shares of Minnesota 
Mining common. 


After gaining a vote of 
confidence from the 
home folks, Tennessee’s 
investigating Sen. Estes 
Kefauver has an- / 




















nounced that the phar- 
maceutical industry is 
still on the Washington 

hook. Due for a closer XK 
look: Antibiotics. 


et 


Physicians are applying for certification as Fed- 
eral Aviation Agency medical examiners at the 
rate of 150 a week. Under a June 15 ruling, pilots 
must be given physical exams by FAA-designated 
physicians. 


The American Bar Association has gone on record 
opposing any medical care bill similar to the 
Forand bill. The ABA contends that such a bill 
would lead to “full socialization of our medical 
services.” 





At the close of the business day, September 15, the 
net asset value of Associations Investment Fund, 
Inc. was $5.00. 
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a comprehensive therapy 


NEW 





for EDEMA... 

CYCLEX provides the prompt 
diuresis of HYDRODIURIL 

for rapid reduction of 

weight gain, breast fullness, 
abdominal congestion 


for MOOD-CHANGES... 
CYCLEX supplies the effective 
relief of meprobamate for nerv- 
ousness, irritability, tension, 
nausea, malaise, insomnia 


for GI DISTRESS... 
CYCLEX affords quick-acting 
relief of nausea and 

bloating associated with 
premenstrual tension. 


for the silent syndrome”... 


*the unmentioned edema, mood changes, 
G/ distress, preceding menstruation 


HYDRODIURIL® WITH MEPROBAMATE, -"+"-". 
HYDROCHLOROTHIAZIDE . 98% 
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1562 University Ave., St. Paul, Minn.; John Paul Lindsay, 
M.D., 5410 Harding Rd., Nashville, Tenn.; Paul S. Read, 
M.D., 2415 Fort Street, Omaha, Neb. 


Finance Committee: Albert E. Ritt, M.p., Chairman, 1562 
University Ave., St. Paul, Minn.; Howard J. Farmer, M.D., 
20 Main St., St. Johnsbury, Vt.; Cyrus W. Anderson, M.D., 
Republic Bldg., Denver, Colo. 


Publication Committee: Daniel M. Rogers, M.D., Chair- 
man, 2 Cherry St., Wenham, Mass.; Charles G. Bryant, 
M.D., 1169 Eastern Pkwy., Louisville, Ky.; John C. Ely, 
M.D., E. 10706 Sprague Ave., Opportunity, Wash.; Paul J. 
Seifert, Jr., M.D., 509 California, Libby, Mont.; Holland T. 
Jackson, M.D., Medical Arts Bldg., Ft. Worth, Tex.; Albert 
E. Ritt, M.D., ex officio, 1562 University Ave., St. Paul, 
Minn.; Albert S. Dix, M.D., ex officio, 108 N. Catherine St., 
Mobile, Ala. 


Commission on Education: John Paul Lindsay, M.D., Chair- 
man, 5410 Harding Rd., Nashville, Tenn. 

Terms to Expire 1961: Cecil M. French, M.D., 339 W. 
Harris, San Angelo, Tex.; Thomas A. Keenan, M.D., 49 
West St., Rutland, Vt.; Horace W. Eshbach, M.p., 4450 
State Rd., Drexel Hill, Pa. 

Terms to Expire 1962: Roscius C. Doan, M.D., 1012 E. 
Central Ave., Miamisburg, Ohio; Joseph W. Crookshank, 
M.D., 210 S. Ryan St., Lake Charles, La.; J. Alison Cary, 
M.D., 60 W. Keystone Ave., Morgan Hill, Calif. 

Terms to Expire 1963: Francis L. Land, M.D., 4628 S. 
Calhoun, Ft. Wayne, Ind.; Leland S. Evans, M.D., 217 W. 
Court Ave., Las Cruces, N.M.; R. Varian Sloan, M.D., Aina 
Haina Shopping Center, Honolulu, Hawaii 


Academy Representatives on Residency Review Committee: 
William J. Shaw, M.pD., Lee Hospital, Fayette, Mo. (term 
expires 1961); Francis L. Land, M.D., 4628 S. Calhoun, 
Ft. Wayne, Ind. (term expires 1962); Spencer York Bell, 
M.D., 1826 W. Clinch, Knoxville, Tenn. (term expires 1963) 


Commission on Hospitals: James M. Perkins, M.D., Chair- 
man, 227 16th St., Denver, Colo. 

Terms to Expire 1961: Richard R. Chamberlain, M.D., 30 
Lenox Pl., Maplewood, N.J.; Antonio J. Franzi, M.D., 3620 
Army St., San Francisco, Calif.; Leo M. Wachtel, Jr., M.D., 
2708 St. Johns Ave., Jacksonville, Fla. 
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Commissions and 
Committees 


(Italics denote new appointees.) 


Terms to Expire 1962: Jack M. Partain, M.D., 205 Camden, 
San Antonio, Tex.; Ralph E. Cross, M.D., 125 N.E. 8th St., 
Homestead, Fla.; Joseph S. Devitt, M.p., 944 N. Jackson 
St., Milwaukee, Wis. 

Terms to Expire 1963: Stanley A. Boyd, M.D., Medical Den- 
tal Bldg., Portland, Ore.; Leath Deon Nelson, M.D., Washing- 
ton Terr., Ogden, Utah; Robert O. Quello, M.D., Marquette 
Bank Bldg., 7th and Marquette St., Minneapolis, Minn. 


Commission on Legislation and Public Policy: Pauli S. 
Read, M.D., Chairman, 2415 Fort St., Omaha, Neb. 

Terms to Expire 1961: Thomas H. Blake, M.D., Box 466, 
St. Albans, W. Va.; Carlos E. Fuste, Jr., M.p., 907 Gordon, 
Alvin, Tex., Malcolm H. Harris, M.D., Box 250, West 
Point, Va. 

Terms to Expire 1962: James A. Blake, M.D., 15 9th Ave., 
S., Hopkins, Minn.; Robert E. Heerens, M.D., 1835 Charles 
St., Rockford, Ill.; Dudley M. Cobb, Jr., M.p., 8015 S. 
Vermont Ave., Los Angeles, Calif. 

Terms to Expire 1963: Walter W. Sackett, Jr., M.D., 2500 
Coral Way, Miami, Fla.; John Wesley Rice, M.D., 421 Mc- 
Neal St., Jackson, Mich.; Jack Curry Redman, M.D., 114 
Oak St., N. E., Albuquerque, N.M. 


Commission on Membership and Credentials: Julius 
Michaelson, M.D., Chairman, Box 945, Foley, Ala. 

Terms to Expire 1961: Kenneth H. Beebe, M.D., 101 S. 
Division Ave., Sterling, Colo.; John C. Smith, M.p., 2227 
S. 52nd Ave., Cicero, Ill.; Edgar B. Morgan, M.D., 2708 
Frankfort Ave., Louisville, Ky. 

Terms to Expire 1962: Seymour Fiske, M.D., 150 E. 71st 
St., New York, N.Y.; W. Mercer Moncrief, M.D., 756 
Cypress St., N.E., Atlanta, Ga.; Joseph W. Telford, M.D., 
3255 4th Ave., San Diego, Calif. 

Terms to Expire 1963: Herb L. Huffington, M.D., 123 S. 2nd 
St., Waterville, Minn.; Clyde W. Miller, M.D., 132 N. 
Minnesota, Wichita, Kan.; Robert H. Tinker, M.D., 2250 
Lloyd Center, Portland, Ore. 


Committee on Scientific Assembly: Amos N. Johnson, M.D., 
Chairman, Garland, N.C. (term expires 1961) 

George V. Launey, Jr., M.D., Chairman of Subcommittee on 
Scientific Exhibits, 9528 Webb Chapel Rd., Dallas, Tex. 
(term expires 1961) 

Terms to Expire 1962: Bernard P. Harpole, M.D., 1920 
N.W. Johnson, Portland, Ore.; Eugene W. Peters, M.D., 
18599 Lakeshore Blvd., Cleveland, Ohio. 

Terms to Expire 1963: Arthur N. Jay, M.D., 3400 N. Meri- 
dian St., Indianapolis, Ind.; Maynard I. Shapiro, M.D., 8911 
S. Chappel Ave., Chicago, Ill. 

Garra L. Lester, M.D., ex officio, 1 Morris Ave., Chautau- 
qua, N.Y. 
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Committee on Insurance: Herbert W. Salter, M.p., Chair- 
man, 4900 Euclid Ave., Cleveland, Ohio. 

Terms to Expire 1961: Donald F. Bartley, M.p., 9 N. 
Hanson St., Easton, Md.; James D. Weaver, M.D., 3123 
State St., Erie, Pa. 

Terms to Expire 1962: George E. Burket, Jr., M.D., Box 273, 
Kingman, Kan.; Frank H. Green, M.D., 134 E. 2nd St., 
Rushville, Ind.; Peter J. Scafarello, M.D., 410 Asylum St., 
Hartford, Conn. 

Terms to Expire 1963: Richard P. Bellaire, M.D., 38 Church 
St., Saranac Lake, N.Y.; Daniel A. Tobin, M.D., 3968 Jay 
St., Sacramento, Calif.; Norman F. Coulter, M.D., 1516 S. 
Kuhl Ave., Orlando, Fla. 


Committee on Constitution and By-Laws: Arthur P. Red- 
ing, M.D., Chairman, Marion, S.D.; Harold E. Jervey, Jr., 
M.D., 1515 Bull St., Columbia, 8.C.; C. H. Stark, m.p., 
Paramount Bldg., Cedar Rapids, Ia.; F. A. Shallenberger, 
Jr., M.D., 5455 E. 2nd St., Tucson, Ariz.; James G. Sim- 
mons, M.D., 30 Myrtle Ave., Fitchburg, Mass.; Robert V. 
Broadbent, M.D., 190 Mill St., Reno, Nev. 


Liaison Committee on Voluntary Prepaid Medical Care: 
Seigle W. Parks, M.D., Chairman, 102 Adams St., Fair- 
mount, W. Va.; Julian K. Welch, Jr., M.D., 107 N. Lafayette 
Ave., Brownsville, Tenn.; Joseph J. Kaufman, M.D., 129 W. 
Miller St., Newark, N.Y.; Henning W. Mathiasen, M.D., 
308 Bennett Bldg., Council Bluffs, Ia.; George Lemon, M.D., 
2020 Starr Ave., Toledo, Ohio. 


Liaison Committee with Councilon Rural Healthof the AMA: 
John R. Rodger, M.D., Chairman, Bellaire, Mich.; George 
W. Karelas, M.D., Newberry, Fla.; Asael Tall, M.p., 119 N. 
State St., Rigby, Ida.; Benjamin N. Saltzman, M.D., 111 
W. 6th St., Mountain Home, Ark.; Moncure Dabney, M.D., 
Crystal Springs, Miss. 


Mead Johnson Scholarship Awards Committee: Walter T. 
Gunn, M.D., Chairman, 4617 Dahlia Ave., St. Louis, Mo.; 
Robert E. Verdon, M.D., 576 Anderson Ave., Cliffside 
Park, N.J.; Bertram L. Trelstad, M.D., 2054 Capitol St., 
N.E., Salem, Ore.; Elmer Ridgeway, Jr., M.D., 3601 N. May 
Ave., Oklahoma City, Okla.; Ernest B. Flake, M.D., Medical 
Arts Bldg., Shreveport, La.; Roger N. Chisholm, M.D., 5101 
E. Yale, Denver, Colo. 


Ross Award Committee: Ralph J. Lum, Jr., M.D., Chair- 
man, 601 Miramar Ave., Santurce, Puerto Rico; Willard H. 
Pennoyer, M.D., Hynds Bldg., Cheyenne, Wyo.; Alan K. 
Johnson, M.D., 410 6th St., E., Williston, N.D.; Jean Paul 
Nadeau, M.D., 91 Pine St., Lewiston, Me.; Theodore J. 
Nereim, M.D., 333 Glen Way, Madison, Wis. 
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Liaison Committee on National Defense: Charies R. Mar- 
lowe, M.D., Chairman, 1833 Broadway, Toledo, Ohio; Peter 
C. H. Erinakes, M.D., 28 Berkeley Rd., East Greenwich, 
R.I.; Cyrus G. Reznichek, M.D., 1912 Atwood Ave., Madi- 
son, Wis.; Reginald F. DeWitt, M.D., 174 Main St., Ply- 
mouth, N.H.; Martin B. Pennington, M.D., 1003 Park Place, 
Wilmington, Del.; Glenn S. Player, M.D., 1623 Queen Anne, 
Seattle, Wash. 


Committee on Industrial Health: Carleton R. Smith, M.p., 
Chairman, 1101 Main St., Peoria, Ill.; Rudolph A. Dami- 
ani, M.D., 5 Cooke St., Waterbury, Conn.; Earl F. Lutz, M.D., 
General Motors Bldg., Detroit, Mich.; Charles W. Neville, 
M.D., 2514 31st Ave., N., Birmingham, Ala.; Gradie R. 
Rowntree, M.D., 70 Valley Rd., Louisville, Ky. 


Advisor to the Board on International Medical Affairs: U. R. 
Bryner, M.D., 508 E. South Temple St., Salt Lake City, 
Utah 


Committee on Mental Health: John O. Milligan, M.D., 
Chairman, 1120 Boylston Ave., Seattle, Wash.; Eugene I. 
Baumgartner, M.D., 25 Alder St., Oakland, Md.; I. P. 
Frohman, M.D., 2924 Nichols Ave., S.E., Washington, D.C.; 
Richard H. Gwartney, M.D., 1098 “‘D”’ St., San Bernardino, 
Calif.; Lawrence E. Drewrey, M.D., 530 Jefferson St., S.W., 
Camden, Ark.; Austin B. Kraabel, M.p., 415 N. 85th St., 
Seattle, Wash.; B. Wheeler Jenkins, M.D., 1526 E. Upsal 
St., Philadelphia, Pa.; Bertram B. Moss, M.D., 2010 W. 
Irving Park Rd., Chicago, Ill.; Francis I. Nicolle, M.D., 1326 
Foucher St., New Orleans, La.; Rudolph F. Sievers, M.D., 
Blair Clinie Bldg., Blair, Neb.; Arch T. Wigle, M.D., 1605 
N. Arthur, Pocatello, Ida. 


Liaison Committee with the Specialty Societies: Malcom 
E. Phelps, M.D., Chairman, 203 S. Macomb, El Reno, Okla.; 
James M. Perkins, M.D., 227 16th St., Denver, Colo.; John 
Paul Lindsay, M.D., 5410 Harding Rd., Nashville, Tenn. 


Liaison Committee with Advisory Board for Medical 
Specialties: John G. Walsh, M.D., Chairman, 2901 Capitol 
Ave., Sacramento, Calif.; Holland T. Jackson, M.D., Medi- 
cal Arts Bldg., Ft. Worth, Tex.; J. S. DeTar, M.p., 55 W. 
Main St., Milan, Mich. 


Committee for Liaison with General Practice Section of 
AMA on Certifying Board: John Paul Lindsay, M.pD., Chair- 
man, 5410 Harding Rd., Nashville, Tenn.; Holland T. 
Jackson, M.D., Medical Arts Bldg., Ft. Worth, Tex.; John 
C. Ely, M.v., E. 10706 Sprague Ave., Opportunity, Wash. 
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Committee on 1961 Invitational Scientific Congress: Paul 
S. Read, M.D., Chairman, 2415 Fort St., Omaha, Neb.; 
John O. Milligan, M.D., 1120 Boylston Ave., Seattle, 
Wash.; Donald H. Kast, M.D., Bankers Trust Bldg., Des 
Moines, Ia. 


Committee on 1960 State Officers’ Conference: Richard P. 
Bellaire, M.D., Chairman, 38 Church St., Saranac Lake, 
N.Y.; Paul S. Read, M.p., 2415 Fort St., Omaha, Neb.; 
Thomas A. Keenan, M.D., 49 West St., Rutland, Vt.; Mr. 
Charles G. Dosch, Advisor, 1403 N. Delaware St., Indian- 
apolis, Ind. 





The An Annual 


HAHNEMANN 
SYMPOSIUM 


1960 through Friday, 
December 9, 1960 


INFLAMMATION « DISEASES 
OF CONNECTIVE TISSUES 


. . . the most comprehensive review of current known 
facts and theories of the pathogenesis, mechanisms and 
therapy of these diseases, plus the pharmacology, in- 
cluding side effects and use of anti-inflammatory steroids 
. . . by 100 internationally known specialists in the field. 


BELLEVUE-STRATFORD HOTEL 
Broad & Walnut Streets Philadelphia, Pa. 
$10 registration fee per person for the five-day meeting. Daily 


luncheon and informal discussion groups $20 (Optional). 
Total: Meeting and luncheons $30. Send reservations to: 


Lewis C. Mills, M.D., Symposium Director 
Hahnemann Medical College and Hospital 
230 North Broad Street + Philadelphia 2, Pa. 


Monday, December) 
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nutritional therapy in the “therapeutic” jar 


STRESSCAPS helps meet increased metabolic requirements in burns, fractures and 
wounds. Abnormal levels of water-soluble vitamins are suddenly required with other 
nutritional factors—just as the stress reaction induces severe depletion’? and alters 
metabolism.’ High potency supplements must be administered’’ as provided by 
STRESSCAPS, to support rapid recovery and prevent general complications of metabolic 
failure. Of “therapeutic” importance to the out-patient, the attractive STRESSCAPS jar 
is a convenient reminder of daily dosage... insuring adequate intake over the thera- 
peutic course. 


Each capsule contains: Thiamine Mononitrate (B,) 10 mg., Riboflavin (Bz) 10 mg., Niacinamide 100 mg., Ascorbic 
Acid (C) 300 mg., Pyridoxine HCI (B,) 2 mg., Vitamin B,. 4 mcgm., Calcium Pantothenate 20 mg., Vitamin K 
(Menadione) 2 mg. Average dose: 1-2 capsules daily. 

1. Richardson, M. E iJ. Am. Osteop A; 57:562 (May) 1958. 2. Mason, M. L.: Northwest Med. 57:1439 (Nov.) 1968. 3. Coleman, 


S. S.: Am. J, Surg. 97:43 (Jan.) 1059. 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 


TRESSCAPS 


Stress Formula Vitamins Lederie 





Letters from Our Readers 








Yours Truly 








Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved wpon request. 


Balm for Desperation 


Dear Sirs: 

This letter is probably the result of a guilty con- 
science brought on by the excellent, thought-provok- 
ing article on ‘“‘Psychopharmacology Reappraised,” 
by Dr. Charles E. Goshen in the June GP. I am re- 
ferring particularly to the excessive use of tranquil- 
izers in the practice of medicine. 

It is very easy to become the “‘victim”’ of a rela- 
tionship between doctor and patient described by the 
author. The people we deal with have their neurotic 
problems greatly enhanced by the crowded living 
conditions, separation of husband and wife during 
long field maneuvers, alcoholism and a whole host of 
evils associated with service life. It becomes a prob- 
lem to deal with these neurotic people in a crowded 
dispensary, when at best one can spend only five or 
ten minutes with the patient. 

As is often the case, presenting the problem is the 
easier half; how to answer it is more difficult. Certain- 
ly we doctors, in quiet desperation and hoping to ease 
a problem that we do not have time or facility to 
treat, must take care in prescribing tranquilizers. I am 
quite certain, in my own mind, that the Army could 
benefit more from an increase in mental health clinics 
than from providing the tons of meprobamate that is 
being consumed. 

Thank you for the presentation of this and the 
many other stimulating articles in GP. 

Capt. BILL D. BuRR, MC 
Karlsruhe, Germany 


Balkan, Yes; Baltic, No! 


Dear Sirs: 

On page 137 of the August GP-you refer to Yugo- 
slavia, Rumania and Bulgaria as “Baltic” countries. 
(Merriam-) Webster’s New International Dictionary, 
Second Edition, says: 

Bal’tie . . ., adj., (ML mare Balticum, fr. L.. . 
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Baltia, Scandinavia.) 1. Of or pertaining to the sea 
enclosed by Sweden, Denmark, Germany and the 
Baltic States; situated on the Baltic. 2. Belonging to 
or designating the western branch of the Balto-Slavic 
languages. See INDO-EUROPEAN LANGUAGES. 

True, under Indo-European Languages one finds 
Bulgarian and the languages of Yugoslavia (Serbian, 
Croatian and Slovenian), and yet I venture that what 
you (or your source) meant was not Baltic but Balkan 
(the Balkan States are not listed as such in the dic- 
tionary mentioned, but under balkanize they are 
mentioned as Bulgaria, Rumania, Serbia etc.). 

HEINRICH LAMM, M.D. 
Harlingen, Tex. 


Dr. Lamm is correct. GP plucked the item from the 
pages of the BRITISH MEDICAL JOURNAL and has now 
signed up for a comprehensive geography course. In- 
terestingly, only two of GP’s 30,000 readers called this 
miscue to our attention. PUBLISHER 


“Dainty-Hand” Syndrome 


Dear Sirs: 

This is written on behalf of the patient who might 
otherwise be unnecessarily stigmatized as a ‘‘neurot- 
ic,’”’ and denied definitive therapy—a plea that the 
patient’s hands and feet be glanced at before a diag- 
nosis of “neurosis” or “functional disease’’ is made. 

The diagnosis of an impending rheumatoid dis- 
turbance may have to be sensed rather than be spe- 
cifically pointed out. As a general pattern, however, 
the prearthritic rheumatoid patient is of the ‘nervous 
type,” frequently having several minor hereditary 
constitutional weaknesses. 

He may be a chronic complainer, yet his com- 
plaints would usually suggest an “‘anxiety neurosis” 
or an “autonomic imbalance” rather than call atten- 
tion to any specific joint or fascial involvement. Such 
a patient will frequently complain of “gas,” “‘indiges- 
tion,” ‘‘pains around the heart,”’ various chest pains, 
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TO REDUCE INTESTINAL 








BELCHING BLOATING FLATULENCE 














A biochemical compound 
used to diminish intestinal 
gas in healthy persons 
and those patients having 
digestive disorders @ 
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Each Kanulase tablet contains Dorase* 
320 units combined with pepsin, N.F., 
150 mg.; glutamic acid HCI, 200 mg.; 
pancreatin, N.F.,500mg.;oxbileextract, 
100 mg. Dosage: 1 or 2 tablets at meal- 
time. Supplied: Bottles of 50 tablets. 


SMITH-DORSEY « a division of The Wander Company ¢ Lincoln, Nebraska soorscr omsno of ceuuiase, exencsseo as oiaestive Activity umiTs 
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Yours Truly 


backaches, menstrual disturbances, marital discords 
or any of a host of other disturbances for which no 
pathologic process is discovered either by examina- 
tion or by laboratory tests. He may even have one of 
various “allergic’’ manifestations such as asthma, 
hayfever or recurring dermatitis for which no specific 
allergen is found. 

The earliest noticeable findings in this prearthritic 
syndrome, which we are here calling the “dainty- 
hand” or “pink-hand” syndrome, may be only a 
slight pinking of one or more fingertips or toetips, or 
perhaps merely a glossy appearance of the epony- 
chium at the base of one or more fingernails or toe- 
nails. Later (perhaps years later), as the disease pro- 
gresses, other fingers or toes may become involved, 
all changes being gradual, usually asymptomatic and 
seldom noticed by the patient. 

The nails also make gradual changes, frequently 
giving an impression of mild claw-formation. The 
cuticle extends more distally, pulling the free edge of 
the nail closer to the fingertip and producing an 
anterior curving of the longitudinal axis, accom- 
panied by a migration of the axis from a normally 
dorsal angulation as regards the finger-axis to a 
curved palmar angulation. The nail convexity be- 
comes more acute, the nail itself tending to blend into 
the eponychium as it first becomes shiny, then thin 
and glossy and disappears as the nail seems to be- 
come a mere extension of the skin. 

The entire skin or the fingers frequently becomes 
thinner, with a waxen or glistening appearance pro- 
ducing an over-all appearance of daintiness to the 
hands and the feet. (This daintiness along with the 
claw-like nails frequently resembles the impression 
made by the artificial nails used by photographers’ 
models in TV commercials.) 

It is not to say, however, that these early changes 
always follow a set pattern, nor does the degree of 
these hand changes always parallel the severity or 
the number of symptoms complained of. In the young 
adult the hand changes may have become rather ex- 
tensive before the “functional” disturbances have 
become severe enough to require medical attendance, 
while in the older person these ‘‘neurotic-like’’ com- 
plaints may precede any noticeable hand changes. 
Also, at times the pinking will first appear in the 
thenar or hypothenar areas of the palms or the rim 
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around the heel rather than fingertips or toetips. Also, 
in the mixed arthritides the osteo-arthritic changes 
may by years precede any pinking or other evidence 
of the impending rheumatoid complications. 

The writer would not presume to explain the path- 
ologic etiology involved in the production of the 
“dainty-hand” syndrome. He suspects, however, 
that the vascular and connective tissue changes evi- 
denced in the fingertips are but representative of a 
much more widespread and generalized mesenchymal 
disease which has been affecting every part of the 
body. 

If the “‘dainty-hand”’ syndrome is a true precursor 
of the rheumatoid diatheses, a glance at the patient’s 
hands may explain some of his bizarre ‘‘neurotic’”’ 
symptoms and offer him definitive therapy before 
such therapy is too late. 

JOHN P. U. McLEop, M.D. 
Marshville, N. C. 


International Gesture 


Dear Sirs: 

In your May, 1960 issue there are two letters about 
sending GP to foreign doctors and hospitals. If one is 
seriously interested in showing friendship of America 
to other nations he can do it with minor expense by 
sending medical magazines and pamphlets that he 
has read to foreign doctors. Addresses can be ob- 
tained by writing to Magazines for Friendship, Occi- 
dental College, Los Angeles 41, Calif. 

WALTER FELSON, M.D. 
Greenfield, Ohio 


Recreational Bonus 


Dear Sirs: 

Because one of our group, Dr. John Whalen, is de- 
parting, we are seeking another physician for a group 
general practice. At present our set-up enables each 
physician to have adequate time off to enjoy the ex- 
cellent recreational facilities which are part of the 
scenic section of Montana. Each physician is on call 
five nights and one weekend during a 21-day period. 
Of course, the customary half-day off a week is also 
granted. 

Whitefish is without a doubt the outstanding win- 
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ALWAYS SPECIFY 


ARMOUR 
THYROID 


ARMOUR THYROID for over half a century has been more 
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thyroid product. Pioneer in thyroid standardization, Armour’s | 
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Yours Truly 


ter sports (ski) area of any state in the West, with the 
exception of Colorado. Skiing is dependable from the 
first week in December to April 10, or thereabouts. A 
double chairlift is being constructed which will ac- 
commodate the greater number of enthusiasts for 
this sport. 

Excellent fishing, hunting, hiking in nearby Glacier 
National Park are other bonus attractions. 

Further details will be supplied to anyone who is 
interested. 

Bruce C. McINTYRE, M.D. 

Eureka, Mont. 


Wisconsin Vacancy 


Dear Sirs: 

I have a vacancy for a general practitioner in Sun 
Prairie, Wis. A young man is desired, preferably one 
who has finished his military service. Sun Prairie is a 
city of 5,000 with a large surrounding population and 
just seven miles from Madison. Madison provides 
excellent hospital facilities and since the University 
of Wisconsin is located there it permits opportunities 
for postgraduate study. Recreational possibilities are 
unlimited. 

JOHN A. GRAB, M.D. 
114 Center Street 
Sun Prairie, Wis. 


Two Physicians Needed 


Dear Sirs: 

This community is in need of the services of two 
physicians for the general practice of medicine. 

Poplar is a community of some 2,500 friendly peo- 
ple, located in northeastern Montana on the Fort 
Peck Indian reservation. The population of our 
county is about 12,000—22 per cent above the 1950 
census. 

We are located on a main east-west highway with 
excellent rail transportation to the east and west 
coasts. 

Our economy is based primarily on oil, wheat and 
live stock. We have excellent hunting and fishing. We 
have many fine facilities—eight churches, air condi- 
tioned bowling alleys, good general shopping and an 
active Lions Club and Chamber of Commerce. There 
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“Go ahead, it’s no skin off my nose.” 





is an excellent school system in Poplar, with a new 
million dollar high school to be built in the spring. 

In April of this year we started the building of a 
new three quarter million dollar hospital facility. 
When this is completed next spring, the USPHS will 
close its hospital and make contractual arrangements 
with civilian doctors and our hospital for the care of 
the Indian population. 

It is our opinion that two doctors as partners or 
operating independently, would have an above- 
average practice. 

HuGH MOELLER 
Administrator 
Poplar Hospital Association 
Box 602 
Poplar, Mont. 


Editorial Etiquette 
Dear Sirs: 

I received the complimentary reprints of my article 
(“The Treatment of Tortuous Varicose Veins,”’ June 
GP) and the honorarium. I also received a very nice 
letter from the charitable organization to which the 
honorarium was sent. 

For both of these favors I want to thank you and 
tell you that I have never received such courtesies 
from any other publication. I want to compliment 
your entire staff and to wish you continued success in 
your endeavors. 

BANNING G. LARY, M.D. 
Miami, Fla. 
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CITRUS BIOFLAVONOIDS 





When 
capillary 
or other 
vascular 
damage 
accompanies 
stress 
conditions 









Hesperidin, Hesperidin Methyl Chalcone, or Lemon Bioflavonoid Complex are 
prescribed as therapeutic adjuncts for control of vascular and capillary damage 
and abnormal cellular metabolism associated with many stress conditions. 


These stress conditions may result from nutritional deficiencies, 
environment, drugs, chemicals, toxins, virus or infection. 


SUNKIST AND EXCHANGE BRAND Hesperidins and Lemon Bioflavonoid 
Complex are available to the medical profession in specialty 
formulations developed by leading pharmaceutical manufacturers. 


Sunkist Growers 


PRODUCTS SALES DEPARTMENT « PHARMACEUTICAL DIVISION 
Ontario, California 
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Maintenance 


of 
Capillary 
Integrity 


Incidence of impaired capillary 
function is more frequent than 
previously recognized. Many pub- 
lications indicate the frequency 
of increased capillary weakness 
ranges from 16% to as high as 
80% of patients examined (1-4). 


Reports show older people have a 
high incidence of capillary fragil- 
ity (6). In a group of 111 patients, 
capillary weakness was noted to 
be greatest in the fifth and sixth 
decades (5). 


Hypertensives (7, 8, 9) and those 
with chronic diseases such as arte- 
riosclerosis, diabetes and rheuma- 
toid arthritis, have shown varying 
degrees of capillary involvement. 
Hemorrhagic conditions of the 
brain and heart have shown local- 
ized injury in the capillary (10, 11). 
Capillary fragility has been shown 
to be associated with many bacte- 
rial, viral and inflammatory dis- 
eases (12-23). 


Various bioflavonoid materials 
have been evaluated for their 
effect upon the capillary. Degree 
of fragility has been determined 
by numerous procedures (24-30). 


The therapeutic rationale of com- 
bining Hesperidin or other citrus 
bioflavonoids with ascorbic acid or 
other therapeutic agents is based 
on the premise that capillary weak- 
ness may be a contributing factor 
to the disease state and that capil- 
lary integrity should be main- 
tained. Citrus bioflavonoids in 
conjunction with ascorbic acid 
appear to enhance the efficacy of 
other therapy, and help control 
such factors as infection, stress and 
nutritional deficiency even in cases 
not showing capillary weakness. 


NOTE: For bibliography (B-701) 
write Sunkist Growers, Pharma- 
ceutical Division, 720 E. Sunkist 
Street, Ontario, California. 
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Science 
for the world’s 
well-being’ 


Cfized 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


IN BRIEF 


Urobiotic Capsules provide control of urinary infec- 
tions through effective Terramycin and sulfamethizole 
concentrations in the blood and urine, plus the prompt 
analgesic effect of phenylazo-diamino-pyridine upon 
the inflamed mucosa. Each Urobiotic Capsule contains 
125 mg. Cosa-Terramycin (oxytetracycline with glu- 
cosamine), 250 mg. sulfamethizole, and 50 mg. 
phenylazo-diamino-pyridine HCl. 


INDICATIONS: Urobiotic is indicated in the treat- 
ment of a number of common genitourinary infections 
caused by susceptible organisms. It may also be used 
prophylactically before and after genitourinary or 
pelvic surgery, following instrumentation procedures, 
during the use of retention catheters, and in patients 
with conditions such as cord bladder or cystocele. 


DOSAGE: In adults, a dose of 1 or 2 capsules four 
times daily is suggested, depending upon the severity 
and response of the infection. In children under 100 
Ibs., the suggested average dose is 1 capsule four times 
daily; in children under 60 lbs., 1 capsule three times 
daily. Therapy should be continued for a minimum of 
7 days or until bacteriologic cure. 


CONTRAINDICATIONS: Urobiotic may be contra- 
indicated in patients with chronic glomerulonephritis, 
hepatitis, hepatic failure, uremia, and obstructive 
lesions of the urinary tract, and should not be used in 
patients sensitive to any of its components. 


PRECAUTIONS: The use of broad-spectrum anti- 
biotics may in rare cases result in an overgrowth of 
nonsusceptible organisms, such as monilia or staphylo- 
cocci. Should such superinfection occur, therapy with 
Urobiotic should be discontinued and specific therapy 
instituted as shown by susceptibility testing. The usual 
precautions for sulfonamide therapy should be followed 
when using Urobiotic. 


SUPPLY: Urobiotic capsules, yellow and grey with 
“Pfizer” imprint, bottles of 50. 


Detailed professional information is available on re- 
quest from Pfizer Laboratories Medical Department. 


















Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


* Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 





OCTOBER 


*11-13: Louisiana chapter, annual meeting, Municipal 
Auditorium, Lafayette. (10 hrs.) 

*15: Olympia (Washington) chapter, postgraduate sym- 
posium, Olympian Hotel, Olympia, Wash. (5 hrs.) 

*16-19: New York chapter, annual meeting, Statler Hotel, 
Buffalo. (14 hrs.) 

*16-19: California chapter, annual meeting, Masonic Tem- 
ple, San Francisco. (13 hrs.) 

*17-21: New York University Post-Graduate Medical 
School, course in gynecologic endocrinology, New York 
University, New York. 

*18: Memphis (Tennessee) chapter, course on acute cardiac 
emergencies, Medical-Surgical Building, Memphis, 
Tenn. (1 hr.) 

*18: Richmond (Virginia) chapter, course on atomic radia- 
tion and x-radiation and cobalt 90, Virginia chapter 
headquarters building, Richmond, Va. (1 hr.) 

19-20: Kansas chapter, annual meeting, Baker Hotel, 
Hutchinson. 

*19-20: University of Buffalo School of Medicine, course on 
medical and surgical aspects of urinary tract disease, 
University of Buffalo School of Medicine, Buffalo. 

*20: Tom Moore (Tennessee) chapter, “Selection of Cases 
for Cardiac Surgery” and ““Management of the Youthful 
Diabetic,”’ Cookeville, Tenn. (2 hrs.) 

20: Blackhawk County Medical Society, lowa Heart Asso- 
ciation and Iowa Cancer Foundation, Northeast Iowa 
Clinical Conference, Waterloo, Ia. (4 hrs.) 

*20: Connecticut chapter, ninth annual scientific symposium, 
Hotel Statler Hilton, Hartford. (6 hrs.) 

*20-22: Florida chapter, annual meeting, Hotel Robert 
Meyer, Jacksonville. (10 hrs.) 

*21-22: Berks County (Pennsylvania) chapter and Berks 
County Medical Society, fall seminar, Pocono Manor 
Inn, Pocono Manor, Pa. (11 hrs.) 

*21-22: University of Texas Medical Division, clinical con- 
ference on cancer of the female genital system, Anderson 
Hospital and Tumor Institute, Houston. (10 hrs.) 
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*21-23: West Virginia chapter and the Potomac-Shenan- 
doah Valley Postgraduate Institute, annual meeting, 
Apollo Theatre and Shenandoah Hotel, Martinsburg. 
(17 hrs.) 

*24-26: Oklahoma City Clinical Society and Oklahoma City 
(Oklahoma) chapter, 30th Annual Fall Conference, Bilt- 
more Hotel, Oklahoma City. (12 hrs.) 

*24-28: University of Wisconsin Medical School and the 
Endocrine Society Postgraduate Assembly, program on 
endocrinology, Wisconsin Center Building, Madison. (35 
hrs.) 

*24-28: New York County chapter, Frontiers in Medicine 
and Surgery — 1960, New York. (17 hrs.) 

*26: New Jersey chapter, course on the appropriate time for 
referral and school phobias, The Carrier Clinic, Belle 
Mead. (3 hrs.) 

*27-29: Tennessee chapter, annual meeting, Nashville. (10 
hrs.) 

*27-29: University of Wisconsin Medical School, course on 
malignancy of the uterus, Wisconsin Center Building, 
Madison. (18 hrs.) 

27-29: American College of Gastroenterology, course in 
postgraduate gastroenterology, Bellevue Stratford Hotel, 
Philadelphia, Pa. (14 hrs.) 

28: North Carolina Neuropsychiatric Association, annual 
meeting, Charlotte. (4 hrs.) 

29: American College of Gastroenterology and the Phila- 
delphia County Medical Society, nutritional and metabol- 
ic considerations in disease, Philadelphia, Pa. (4 hrs.) 

*31-3: Pennsylvania chapter and Interstate Postgraduate 
Medical Association, scientific assembly, Pittsburgh 
Hilton Hotel, Pittsburgh. (161% hrs.) 

31-4: American Public Health Association, annual meet- 
ing, San Francisco, Calif. 

CONTINUED ON PAGE 247 
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Annual AAGP Meetings 


Annual Scientific Assembly 

Apr. 17-20, 1961: Miami Beach Auditorium, Miami 

Beach, Fla. 

Apr. 9-12, 1962: Convention Center, Las Vegas, Nev. 
Annual Symposium on Infectious Diseases 

Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 

Sep. 14, 1962: Battenfeld Auditorium, Kansas City, Kan. 
Annual State Officers’ Conference 

Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 

Sep. 15-16, 1962: Hotel Muehlebach, Kansas City, Mo. 
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all of these patients 
have anxiety symptoms; 
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* but half need an 
antidepressant, not a 
tranquilizer 








depression—a common problem 


in office practice... 

“It is generally acknowledged that at least 
40 to 50 per cent of the patients seen in 
private practice have emotional problems 
and that true depressions or depressive 
equivalents are found in more than half of 
these.” Cooper, J. H.: J. Am. M. Women’s A. 14:988, 1959 


anxiety often “masks” underly- 


ing depression... 

“Although ataractics have a definite place 
in therapeutics, their use in depressed states 
is limited, and in many cases even contra- 
indicated. A large number of patients with 
psychogenic disorders are given ataractics 
for the relief of anxiety symptoms. Since 
the anxiety is actually due to depression, 
the response, if any, is transient and occa- 


sionally the patient may become worse....” 
Hobbs, L. F.: Virginia M. Month. 86:692, 1959 





IN DEPRESSION AND 
DEPRESSION-INDUCED 
ANXIETY 


the common problems basically unresponsive to tranquilizers 





Nardil 


brand of phenelzine dihydrogen sulfate 


fests. 
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MORRIS PLAINS, NU 














relieves the anxiety 
by removing 
the depression itself 


dosage: One tablet three times a day. 

supplied: Orange-coated tablets, each containing 
15 mg. of phenylethylhydrazine present as the 
dihydrogen sulfate. Bottles of 100. 


Complete Nardil Bibliography 
on request to the Medical Department. 
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PERSONALITIES in the Medical News 


Jack Masur, M.D. 
AHA Elects 


THE DIRECTOR of the National Institutes of Health 

Clinical Center took on still another job 

at the American Hospital Association’s San Francisco meeting. 
Dr. Jack Masur, former member of the association’s 

Board of Trustees, was the delegates’ unanimous choice 

for president-elect. A career USPHS officer (currently ranked 
as an assistant surgeon general), Dr. Masur has served 

in a number of hospital-connected capacities. 

Before joining the Public Health Service in 1943, 

he was executive director of Lebanon Hospital and assistant 
director of Montefiore Hospital, both in New York City. 
The 52-year-old physician has also served on the JCAH 

and is now a lecturer in hospital administration, 

Columbia University School of Public Health 

and Administrative Medicine. He will assume his new duties 
at the 1961 AHA meeting in Atlantic City. 


oe 
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John B. Youmans, M.D. 
AMA Appoints 


A MEDICAL EDUCATOR with a lifetime interest 

in human nutrition this month assumes full duties as director 
of the AMA Division of Scientific Activities. 

Dr. John Youmans, former dean of both Vanderbilt University 
and the University of Illinois medical schools, succeeds 

the late Dr. Edward L. Turner. Currently technical director 
of research, U.S. Army Medical Research and Development 
Command, Washington, Dr. Youmans is a former member 

of the AMA Council on Foods and Nutrition and is consultant 
and field director of the Interdepartmental Committee 

on Nutrition for National Defense. In 1944, he was 
commissioned in the Army Medical Service and served as chief 
of the Preventive Medicine Service’s nutrition division, 

during which time he conducted nutrition surveys 

in China, the Pacific and European theaters of war. 

He is a fellow of the American College of Physicians. 
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extends the usefulness of Vitamin K, therapy... 
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Cholesterol and Avocados 


For several years now it has been accepted that 
a diet whose fat content is largely made up of 
unsaturated fats, such as corn oil and safflower 
oil, is helpful in lowering blood cholesterol. 

The avocado growers of California, seeking for 
ways of increasing the use of their product, 
financed a clinical study on the cholesterol lower- 
ing effect of avocados in the diet at the University 
of Miami Medical College in Florida. Dr. Wilson 
C. Grant, who made the study, found that if one 
eats one and one-half avocados a day the blood 
cholesterol level can be depressed. Although the 
fat content of avocados is high (40 Gm. per 
avocado) the fat is unsaturated to some extent 
‘ (iodine number 94). 

The most unsaturated fat is safflower oil with 
an iodine number of 132. The iodine numbers of 
other commonly used oils and fats are: corn oil— 
120, olive oil—80 and butter—30. Thus, if un- 
saturated fats are to be considered desirable in 
the diet in controlling hypercholesteremia, the 
avocado might be included in such a diet; al- 
though possibly not as effective as the more 
highly unsaturated fats. 

It should be pointed out that the caloric con- 
tent of the average avocado is 360 calories, of 
which 20 per cent is fat. This would pose somewhat 
of a problem in a weight reduction program. 


Economic Theory 


THERE IS a great tendency, among all people, to 
listen attentively to those with whom we agree— 
simultaneously ignoring the viewpoints and 
opinions of those in the camp on the opposite 
shore. With respect to what has been popularly 
termed ‘“‘Forand-type legislation,” we think it 
safe to assume that most GP readers would not 
side with Mr. Nelson Cruikshank, director of the 
AFL-CIO’s social security department. Mr. 
Cruikshank seems to feel that the Forand :om- 
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pulsory health insurance bill is the finest piece of 
legislation since the Sherman and Clayton anti- 
trust acts. However, GP does not want to review 
again the pros and cons of “‘Forand-type legis- 
lation.” We simply want to pass along a few re- 
marks Mr. Cruikshank made while testifying be- 
fore the Senate Finance Committee. Said Mr. 
Cruikshank: 

“If (HEW Secretary Flemming) is worried 
about the regressive nature of the present payroll 
tax ...he could join with (the AFL-CIO) in 
raising the tax base from the present $4,800 to 
$6,000 or $9,000 or in removing it entirely as the 
late Professor Sumner Slichter of Harvard Uni- 
versity proposed.” 

This is clearly handwriting on the wall. Those 
who believe that it can’t happen here need to 
review the history of social security legislation 
in America. 

They should also remember that the social 
security tax is a tax on gross earned income. 
Uncle Sam is interested only in how many dollars 
you take in—not in how many (or few) you have 
left after expenses and deductions. 

Let’s assume, and it’s no wild assumption, that 
Congress someday (perhaps sooner than we think) 
decides to side with the AFL-CIO and Professor 
Slichter. Here’s how much a self-employed physi- 
cian will pay for social security coverage: 


GROSS INCOME 





$10,000.00 $25,000.00 $50,000.00 





1961 $ 21600 $ 21600 $ 216.00 
1969 342.00 342.00 342.00 
19?? 712.50 1,781.00 3,562.50 


This rapidly approaches the point of “deficit 
earning.” This point in the economic continuum 
occurs when the taxes imposed on an individual 
equal or exceed his earned income. It’ll probably 
never be reached but we’re approaching it at 
full-steam velocity. 
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Editorials 


Preventive Medicine—Does It Exist? 


THE great achievement of modern medicine has 
been the control of communicable disease. This 
reduction in infection represents a triumph for 
preventive medicine and the assumption has 
carried over that the same preventive measures 
might continue to improve our health in this 
postantibiotic era. This optimism persists despite 
the change in the leading causes of death to heart 
disease, cancer and accidents which have come 
to the fore as the infections have receded. 

The President’s Commission on the Health 
Needs of the Nation has this to say about the 
choice before us, 

“Either we pay to preserve health or we pay to 
repair it. The choice is the same as with main- 
tenance of a house; either the owner pays to keep 
a good roof between the elements and the occu- 
pants, or he pays for the damages when the roof 
begins to leak.” 

The Commission goes on to present goals of 
“promoting health, preventing diseases, detect- 
ing and treating disease at the earliest possible 
moment to prevent disabling sequelae, limiting 
disability to the greatest extent possible when 
disease becomes established, and restoring the 
individual to his most useful practicable function- 
ing when permanent disability is inevitable.” 

Some of these goals of preventive medicine are 
possible to attain, others may not be, in light of 
the importance we assign to “preventive” as 
compared to “‘therapeutic’’ health services. 

This becomes practical when we attempt to 
assess the need for, and significance of, routine 
health examinations. A recent survey of the atti- 
tudes of some adult Americans to health exami- 
nations indicates that the great majority of both 
physicians and patients agree on the general im- 
portance of routine physical examinations but 
only 41 per cent of the physicians recommend 
periodic check-ups and 29 per cent of the adult 
patients seek such preventive medical service. It 
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is of interest that 62 per cent of the same adult 
group who had children took the children for reg- 
ular check-ups indicating that they followed 
their beliefs in deciding about their children but 
not themselves. 

What is the role of the regular physical exami- 
nation in general health maintenance? There are 
reports which cast doubt on the value of such 
examination for disease prevention. The New 
England Journal of Medicine and Lancet have 
commented on the routine physical as being 
of “doubtful value” or “‘virtually useless”’ for its 
intended purpose—the detection and successful 
treatment of symptomless disease. 

Hutchison has suggested that “preventive 
medicine”’ be understood to refer to “‘a philoso- 
phy of medical practice which emphasizes meth- 
ods which attack the natural course of a disease.” 
The natural history of any illness considers not 
only the agent or agents of disease and the re- 
sponse of the host but environmental factors 
which influence the course of the disease. Thus 
the natural history of chronic pulmonary insuff- 
ciency in an urban area may be entirely differ- 
ent from the sequence noted in a rural area. 

There are also varying critical points of diag- 
nosis for different disease states. Early diagnosis 
in diabetes mellitus is undoubtedly of value in 
slowing the disease process but it is less clear 
that early diagnosis improves the prognosis in 
most types of cancer or arteriosclerosis. 

If “preventive” medicine is to have meaning 
in an era of chronic disease, it is necessary to 
study specific disease states to establish the valid- 
ity of the old preventive medicine maxim that 
“the earlier the treatment the more effective the 
prevention.” Early diagnosis does not lead to 
alleviation of many chronic diseases; it is ques- 
tionable if the prognosis is altered at all in others. 
“Preventive” medicine has become synonymous 
with rehabilitation which is precisely what the 
President’s commission cites as a limited, in- 
adequate goal. 
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From the 
Medical Editor’s Desk 





A Year of Progress 


IT Is NOW one year since your medical editor first 
associated himself with GP, taking over from Dr. 
Hussey. After many telegrams and long distance 
telephone calls between Kansas City and points 
west on our automobile trip across the United 
States, a meeting was arranged with the Acad- 
emy’s Publication Committee and Mr. Cahal in 
Denver in August, 1959. At that meeting it did 
not take long to realize that your future medical 
editor would have a fine group of people with 
whom to work and continue on as a medical 
teacher in postgraduate medicine through the 
scientific section of GP. After a briefing from Dr. 
Hussey, we took over the job. Fortunately the 
transition was made easier by the fact that the 
associate editors, Drs. Rose, Berman, Katz and 
Duffy agreed to remain on the staff, and have all 
done a superb job. Since more surgical articles 
were desired, Dr. Howard C. Baron of the De- 
partment of Surgery, NYU College of Medicine, 
was added to the staff as associate editor for 
surgery. Dr. Edwin Reppert, assistant professor 
of medicine at the same university, became as- 
sistant editor. The medical art work has always 
been considered one of the fine features of GP, 
due largely to Biagio Melloni, chief of Depart- 
ment of Illustrations, Georgetown University 
College of Medicine, who served as medical art 
editor under Dr. Hussey. In recognition of his 
excellent service, Mr. Melloni was made art con- 
sultant when Philip Johnson of NYU, an out- 
standing medical artist, became medical art ed- 
itor. All accepted scientific manuscripts are now 
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referred to him for medical art criticism or new 
suggestions. Fortunately we found that Dr. 
Hussey had assembled an excellent Editorial 
Advisory Board which has been of great assist- 
ance in furnishing many excellent teaching arti- 
cles. It has also been of great help in reviewing 
unsolicited manuscripts. 

The response from the Advisory Board to our 
plea last fall for good scientific teaching articles 
has been so good that we now have a backlog of 
topnotch manuscripts. Therefore we need not 
accept material for GP that is not of the very 
highest quality. Many articles submitted during 
the past year were rejected because they dealt 
with evaluations of single drugs or drug combina- 
tions. We had to remind the authors that AAGP, 
through its Publication Committee, has estab- 
lished a principle that GP is concerned primarily 
with the over-all diagnosis and treatment of dis- 
ease and not with evaluations of new drugs. 
There are several other journals designed par- 
ticularly for such reports. 

In line with suggestions made at the last meet- 
ing of the Committee, there will be, if possible, a 
greater diversity of subjects, more surgical, pedi- 
atric and obstetric articles, mostly short ones. 
Basic science articles usually written by one of 
the staff will appear from time to time. The sec- 
tion, “‘Information Please,’’ has been placed under 
the supervision of Dr. Reppert, whose careful 
editing is already apparent. “Tips from Other 
Journals,” always popular, will be continued. The 
success of “Yours Truly’ depends entirely on our 
readers. Unless we receive letters, we cannot 
make comments. We would enjoy receiving more 
letters dealing with the scientific section, but 
please make letters short and to the point. Here 
is the place for controversial material. 

All in all it has been a fine year. We have never 
worked with a finer group of people. Special 
thanks go to Mac Cahal, Walter Kemp, Dr. Dan 
Rogers, Roy Anderson and Greer Hermetet. 

ARTHUR C. DEGRAFF, M.D. 
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Management of a Case 
of Acute Lead Poisoning 


EK. O. LUKASEK, m.p. 


Sparta, Wisconsin 


Acute lead ‘poisoning in a 34-year-old painter 
was successfully treated with large doses 
of a skeletal muscle relaxant and Versenate. 


History 


A 34-YEAR-OLD MAN entered the office complain- 
ing of multiple aches and pains and anorexia for 
the past three weeks. History indicated that this 
man had been a painter most of his life, but dur- 
ing the past three months he had been painting 
large highway bridges, using lead paints almost 
exclusively. Three weeks prior to admission he 
began to have aches and pains all over his body. 
He was seen by a physician who diagnosed in- 
fluenza and a urinary tract infection. He was 
given antibiotics and remained home from work. 
The urinary tract infection apparently subsided. 
He returned to work, but four days prior to hos- 
pital admission, when arising in the morning, he 
noticed that he again had generalized aches and 
pains. The pains seemed to involve not only the 
joints, but also the muscles. Both upper and lower 
extremities were involved. He had severe ab- 
dominal cramps which were distributed over the 
entire abdomen. They were cramping in charac- 
ter and intermittent, becoming gradually more 
severe so as to require hospitalization. He had 
relatively loose stools. There was nausea but no 
vomiting. The patient stated that he had lost 
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approximately 21 lb. in weight during the past 
three weeks, chiefly due to anorexia. 


Physical Examination 


The physical examination revealed an ill- 
appearing, thin, white male with a generally 
sallow color to his skin. Examination of his head 
was essentially negative with the exception of a 
rather marked bluish discoloration of the upper 
and lower gum lines at the roots of the teeth. The 
mucous membranes of the mouth and nose were 
somewhat pale in color. The heart and lungs were 
negative. The abdomen was negative. The liver, 
kidneys and spleen were not enlarged. The ex- 
tremities revealed no deformity or edema. There 
was generalized soreness of all muscles of the ex- 
tremities. 

On examination of the hands and wrist there 
was lack of ability to dorsiflex forcibly the hand 
and thumb bilaterally. The other reflexes of 
the body were essentially normal. The remaining 
neurologic examination was essentially normal. 
The patient was admitted to the hospital for 
evaluation and treatment. 

A tentative diagnosis of lead poisoning was 
made and further questioning of the patient re- 
vealed that approximately three months before 
he was first exposed to lead paint, he developed 
a blister which turned into an open ulcer on the 
palm of his right hand. This was apparently 
caused by the sharp point of the handle of the 
paint brush. He was advised by his foreman to 
take time off from work to allow the ulcer to 
heal, but he disregarded this advice. The patient 
not only did not wear gloves, but he also had a 
rather loose fitting mask which he wore during 
the time when spraying the paint. 


Hospital Course 


On observing the patient at the hospital it was 
noted that it was almost impossible for him to lie 
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On arising in the morning, the patient suffered generalized 
joint and muscle pain. During one three-week period he lost 
21 Ib., chiefly due to anorexia. 


quietly in bed, because of the severe arthralgias, 
myalgias and abdominal colicky cramps. 

Laboratory examination in the hospital re- 
vealed a hemoglobin of 10.5 Gm. per cent ; hemato- 
crit, 30. The white count was 8,300, with 78 per 
cent polys, 20 per cent lymphocytes. There were 
eight basophilic stippled red blood cells per 50 
average field of examination. The serology was 
negative. The urinalysis was negative. Hetero- 
phil antibody titer and test for Brucella abortus 
was negative. A direct van den Bergh was ele- 
vated to 0.26 mg. An indirect van den Bergh was 
elevated to 0.48 mg. with a total of 1.13 mg. per 
cent. The uric acid was 1.95 mg. per cent. The 
reticulocyte count was 5 per cent. The stools were 
negative. 


Therapy 


Versenate® was considered the drug of choice 
for this patient but none was immediately ob- 
tainable. Accordingly, symptomatic therapy was 
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Management of a Case 
of Acute Lead Poisoning 


begun. He was given pentobarbital (Nembutal®) 
and belladonna regularly for the abdominal col- 
icky crampsand askeletal muscle relaxant, metho- 
carbamol (Robaxin®), in a relatively large dose to 
control the muscular spasms. Methocarbamol was 
given in doses of three tablets every four hours 
around theclock. At theend of 12 hours the patient 
was able to lie quietly in bed. Theskeletal muscular 
pains and the abdominal cramps were markedly 
reduced and he was able to sleep that night with 
the aid of secobarbital (Seconal®) 0.1 Gm. This 
medication was continued for 36 hours before 
Versenate was started. The symptoms of arthral- 
gias, myalgias and abdominal cramps continued 
to subside and the patient was quite comfortable. 





Two blood transfusions were given. The baso- 
philic stippling of the red cells diminished and the 
van den Bergh test became normal. 

Therapy with Versenate and Robaxin was con- 
tinued for six days. On discharge from the hospi- 
tal, the neurologic examination was entirely nega- 
tive and the blood count was normal. The pa- 
tient has been followed on an outpatient basis for 
the past two months and an additional course of 
Versenate therapy has been given. The amount 
of urinary lead excretion is steadily declining. 
The patient feels well and has had no recurrence 
of any symptoms or anemia. The patient, how- 
ever, has not returned to his former occupation, 
painting. 





Smog—East and West 


DISASTROUS air pollution episodes such as oc- 
curred in Donora in 1949 and London in 1952 are 
fortunately rare. They require unique meteoro- 
logic and chemical air combinations which are not 
well understood. Equally obscure is the very vital 
point of whether sublethal concentrations of any 
air pollutant in prolonged exposure can cause 
chronic effects on the cardiorespiratory system 
and other body functions. As the air continues to 
become ever more polluted, research is also build- 
ing up on these and related problems. Thomas 
separated two types of smog, London and Los 
Angeles variants. The London type smog, similar 
to that in the New York-New Jersey area, is a 
complex including coal smoke associated with a 
considerable amount of sulfur dioxide. Furnaces 
of all types would seem an obvious source. By 
contrast, the Los Angeles type smog contains 
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neither coal smoke, fog nor significant amounts of 
sulfur dioxide. It is made up of hydrocarbons of 
automobile exhaust origins. (Am. J. Pub. Health, 
49:1664, 1959.) 
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Although digitalis is one of the oldest drugs 
used in the treatment of cardiac disorders, 

it is still one of the most important. 

With the isolation of various cardiac glycosides 
and advances in pharmacology, there is 
considerable clarification of the mechanism 

of digitalis action and digitalis toxicity. 

The recognition and treatment 

of many cardiac irregularities caused 

by digitalis are discussed. 
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SINCE its introduction in 1785, digitalis has stood 
the test of time and is still among the most useful 
and widely used drugs in the physician’s thera- 
peutic armamentarium. However, there are still 
many controversial points concerning its mode of 
action, the indications and contraindications for 
its use, and the method of administering its 
many forms. In addition, most clinicians in recent 
years have become more and more impressed 
with the potential toxicity of digitalis, and with 
the increasing frequency of its toxic manifesta- 
tions. Because of these continuing problems, de- 
spite intensive study by many investigators, it 
seems worthwhile periodically to review our 
knowledge of the subject, and to relate our per- 
sonal experience with the use and abuse of this 
important agent to the experierice of others. 


Indications 


Although much attention has been directed in 
recent years toward the role of the kidney in the 
production of cardiac edema, and much of our 
therapeutic effort has been directed toward relief 
of the cardiac load by salt restriction and diuretic 
therapy, it should be apparent to all that the 
fundamental disturbance in congestive failure is 
the failure of the heart to perform its function. 
Since digitalis is the only part of our therapy de- 
signed directly to improve myocardial function, I 
think it most logical to consider it the drug of 
choice in all cases of congestive heart failure. 
Other measures are indicated when digitalis is in- 
adequate, or when digitalis cannot be used be- 
cause of toxicity, but in all cases these measures 
supplement the direct action of digitalis and do 
not supplant it. 

The first and most important indication for 
digitalis is, therefore, congestive heart failure of 
any etiology. It must be recognized of course that 
digitalis may not be equally effective in all forms 
of heart disease. It is common experience that it is 
most effective in*‘low output”’ failure such as that 
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FIGURE 1. Typical digitalis effect in the “therapeutic’’ range. 


encountered in most rheumatic, hypertensive and 
arteriosclerotic heart disease. It is less effective in 
patients with so-called “high output”’ failure, due 
to cor pulmonale, thyrotoxic heart disease, anemia 
and beriberi. It is also less effective in patients 
with active carditis, and in patients with pre- 
dominantly mechanical problems, such as tight 
aortic or mitral stenosis, or constrictive peri- 
carditis. Digitalis is beneficial to some degree, 
however, in our experience, in all of these latter 
patients, and using it is worthwhile even if less 
than optimal effects can be achieved. 

Digitalis is effective in congestive heart failure 
regardless of cardiac rhythm, although it was 
once widely taught and believed that it was ef- 
fective only in patients with atrial fibrillation. 
This misconception has long since been aban- 
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doned. Digitalis is, however, particularly effective 
in patients in congestive failure with atrial fibril- 
lation or atrial flutter, where its beneficial effect 
on the abnormal rhythm is added to its direct 
effect on the myocardium. 

The second important indication for digitalis 
is the treatment of certain arrhythmias, even if 
they have not resulted in congestive heart failure. 
Digitalis is the drug of choice in atrial fibrillation, 
atrial flutter and in those cases of supraventricu- 
lar tachycardia in which simpler forms of vagal 
stimulation have failed. In a significant percent- 
age of cases these atrial arrhythmias are con- 
verted by digitalis to normal sinus rhythm. This 
is rather difficult to explain in terms of the known 
pharmacologic action of digitalis on atrial con- 
duction. It is probably the result of improvement 
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FIGURE 3. Digitalis toxicity. Rapid atrioventricular dissociation. 
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FIGURE 4. Digitalis toxicity. Slow atrioventricular dissociation. 


in myocardial function, so that the stimulus for 
the disturbance in mechanism is no longer pres- 
ent, rather than a direct effect on the arrhythmia 
itself. When digitalis does not produce a normal 
sinus rhythm, it effectively controls the ventricu- 
lar rate and prevents the deleterious effects of the 
atrial arrhythmia on the ventricular myocardium. 
One may then decide whether to permit the con- 
trolled atrial arrhythmia to persist or to attempt 
conversion to normal rhythm with quinidine, ac- 
cording to the indications in the specific case. 


Contraindications 

The only absolute contraindication to digitalis 
is the presence of digitalis toxicity. We consider 
atrioventricular block, in which the block may be 
made worse by the effect of digitalis on the A-V 
node, and myocardial infarction, where there may 
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possibly be increased sensitivity to the toxic effects 
of digitalis, as relative contraindications. In either 
case, however, the drug is used if the indications 
are strong enough, and cardiac failure is not 
readily controlled by other means. 

The lack of an indication has been considered 
by some to be a contraindication to the use of 
digitalis. Its prophylactic use has been condemned 
largely because of experimental evidence to sug- 
gest that instead of being increased, the cardiac 
output may actually be decreased by as much as 
25 per cent in normal subjects. This has always 
been attributed to the fact that digitalis was ef- 
fective only on failing heart muscle as demon- 
strated in several classical experiments. Recent 
work at the National Heart Institute has shown 
that this is probably not the case, and that digi- 
talis does increase the contractile force of normal 
isolated heart muscle. The failure to increase car- 
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FIGURE 5. Digitalis toxicity. Partial atrioventricular block. 


diac output, and in fact to decrease it, in the in- 
tact animal or human subject appears to be the 
result of a fall in right atrial filling pressure, the 
cause of which is not clearly understood. This fall 
in atrial filling pressure is beneficial to the patient 
in failure, but tends to decrease cardiac output in 
the patient who is not in failure in accordance 
with Starling’s curve and Starling’s law. 
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How digitalis decreases venous return is not 
entirely clear, but a peripheral action on the 
venous system has long been suggested as one of 
the actions of digitalis. Because of this possible 
deleterious effect on the nonfailing heart, it has 
been our practice not to use digitalis prophylac- 
tically even though several investigators have re- 
cently questioned the significance of the decrease 
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in cardiac output produced by digitalis in the 
normal heart. It does seem reasonable, however, 
to digitalize a patient who has cardiac enlarge- 
ment and definite symptoms of impaired cardiac 
reserve prior to a stressful situation such as sur- 
gery or delivery, even if frank signs of congestive 
failure are not present. 

We will then use digitalis in all patients with 
congestive heart failure, in patients with clearly 
impaired cardiac reserve who are to be subjected 
to stress, and in certain atrial arrhythmias even 
in the absence of cardiac failure. There is one 
other situation in which I believe digitalis is ef- 
fective. Patients with multiple atrial or ventricu- 
lar premature beats, which appear to be due to 
myocardial disease, may under stress develop 
rapid ectopic rhythms such as atrial tachycardia, 
flutter or fibrillation. The ectopic beats are cor- 
rected and a more serious arrhythmia will often 
be prevented by digitalization. 


Mode of Action 


How does digitalis exert this apparent bene- 
ficial effect on the myocardium? It is generally 
agreed today that the principal effect is a direct 
myocardial action. There may be a supplemental 
effect related to slowing of the ventricular rate in 
patients with atrial arrhythmias, but digitalis 
produces an increase in cardiac output indepen- 
dently of any effect on rate or rhythm. Although 
this fact has been demonstrated experimentally, 
it can readily be appreciated clinically by the 
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observation that in digitalizing a patient with 
rapid atrial fibrillation, improvement in the signs 
and symptoms of congestive heart failure is often 
seen before any appreciable effect on the ven- 
tricular rate is apparent. Digitalis increases the 
force of systolic contraction, decreases the dura- 
tion of systole, increases ventricular filling time 
and increases stroke volume. Cardiac efficiency in 
terms of oxygen consumption per unit of work is 
increased. 

The physiologic mechanism by which digitalis 
improves the utilization of energy by heart mus- 
cle is obscure. The contraction of heart muscle is 
a complex process in which energy is produced by 
oxidation in a. high-energy phosphate system. 
The energy produced is then converted to me- 
chanical work. The defect in cardiac failure ap- 
pears to be in the utilization of energy to produce 
the work of contraction, and it is on the conver- 
sion of energy to work rather than on the produc- 
tion of energy that digitalis is believed to act. The 
action of digitalis must be either on the con- 
tractile elements of muscles themselves, or on the 
intracellular potassium levels that mediate the 
contraction of these elements, and possibly on 
both. 

While the most important effect of digitalis is 
undoubtedly its cardiotonic effect in heart failure, 
we make use of some of its other effects in the 
treatment of arrhythmias. Its depressant effect 
on conduction through the atrioventricular junc- 
tional tissues is important in slowing the ven- 
tricular response in atrial fibrillation and atrial 
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flutter, and its vagotonic effect is utilized in the 
treatment of supraventricular tachycardias which 
have not responded to simpler forms of vagal 
stimulation. 


Choice of a Digitalis Preparation 
DIGITALIS LEAF 


Digitalis leaf is still widely used and is satis- 
factory for all routine clinical purposes. Its chief 
disadvantage in the past has been the inaccurate 
standardization of various preparations and their 
lack of uniformity. This is probably not a very 
important factor since digitalis dosage is so de- 
pendent on individual clinical response anyway. 
Most physicians today seem to prefer to use one 
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FIGURE 6. Digitalis toxicity. Complete atrioventricular block. 






of the pure digitalis glycosides. While this may 
simplify administration to a slight extent, it 
should be kept in mind that the advantages of 
these preparations over old-fashioned digitalis 
leaf are not nearly so great as some have sug- 
gested. At any rate, it is readily apparent that 
any one of the available preparations, if used cor- 
rectly and with some knowledge of its particular 
properties, is likely to produce the same results, 
both desirable and undesirable, as any of the 
others. 

Slow digitalization over a period of approx- 
imately one week is often satisfactory, parti- 
cularly in ambulatory patients, and can conven- 
iently be accomplished by the administration of 
0.1 Gm. of digitalis three times daily. If one of the 
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FIGURE 7. Digitalis toxicity. Nodal tachycardia during intravenous potassium therapy. 


glycosides is used, it is usually more convenient to 
give the digitalizing dose in a shorter period of 
time, usually 24 to 48 hours. 


DIGOXIN 


We have used digoxin as our preferred glyco- 
side for many years. We chose it because it is as 
simple and convenient to use as any of the others, 
but has the distinct advantage of rapid excretion, 
so that if patients do develop digitalis toxicity it 
is of briefer duration than with any of the other 
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oral preparations. This same property of rapid 
elimination has been criticized by others on the 
ground that it permits patients to escape from 
digitalization. We have rarely found this to be 
true, but when it does occur, either adjustment of 
dosage or changing preparations readily solves 
the problem. I think the advantages of rapid 
excretion far outweigh this minor disadvantage. 
There seems to be a regrettable tendency to use 
too large initial doses of this glycoside, resulting 
in an unnecessarily high incidence of toxicity. 
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FIGURE 8. Digitalis toxicity. Nodal tachycardia during intravenous potassium therapy. 


This is probably based on the initial dosage range 
of 2.0 to 5.0 mg. given in most textbooks. We 
have seen patients become toxic with 2.5, 2.0 or 
even 1.5 mg. initial doses, and many patients are 
digitalized by 1.5 or 2.0 mg. A safe starting dose 
appears to be 1.5 mg., usually in divided doses, 
followed by additional doses of 0.5 mg. at six-to- 
eight hour intervals until full digitalization is 
achieved. 

Criteria of Full Digitalization. What are our 
criteria of full digitalization? This may be an 
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exceedingly difficult decision. The most impor- 
tant evidence is clearing of the signs and symp- 
toms of congestive heart failure. In a simple case 
of mild failure, where digitalis is the only thera- 
peutic measure being used, this may be a very 
satisfactory end point. In the very sick patient, 
however, many therapeutic measures may be em- 
ployed simultaneously, and evaluating the indi- 
vidual role of digitalization may be impossible. In 
such cases one may have to settle for a smaller 
empiric digitalizing dose. It is better to have a 
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FIGURE 9. Digitalis toxicity. Rapid atrial arrhythmia with 2:1 A-V block during intravenous potassium therapy. 
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FIGURE 10. Digitalis toxicity. Atrial tachycardia. A-V block produced by carotid sinus pressure. 
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FIGURE 11. Digitalis toxicity. Atrial tachycardia. Conversion to normal rhythm by carotid sinus pressure. 


slightly underdigitalized patient than to produce 
a ventricular arrhythmia. Later, if the patient is 
not responding well, small increments of the drug 
may be added to the maintenance dose each day, 
watching closely for signs of early toxicity. The 
usual maintenance dose of digoxin is 0.5 mg. 
daily, although some patients may require more 
or less to maintain digitalization. 

The appearance of any toxic manifestation is, 
of course, an end point. When toxic symptoms 
develop we know we have exceeded the maximum 
tolerance for digitalis of the patient being treated. 
The digitalis preparation is then withheld until the 
toxic symptoms have disappeared and main- 
tenance therapy is instituted. This does not at all 
mean that we should deliberately digitalize pa- 
tients to the point of mild toxicity so that we 
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know they are fully digitalized. This procedure is 
risky and is only very rarely justified. 

In the patient with atrial flutter or atrial fibril- 
lation where ventricular rate is dependent on the 
production of atrioventricular block by digitalis, 
the rate is a fairly reliable criterion of full digital- 
ization. It must be borne in mind, however, that 
this is a very special indication, and that the 
amount of digitalis needed to control rate in the 
presence of atrial arrhythmias may be much 
greater than the amount of digitalis needed to 
improve myocardial function. Physicians who 
have not previously encountered this problem are 
often amazed and disturbed by the quantity of 
digitalis needed to control these arrhythmias, 
particularly flutter, where there almost appears 
to be resistance to digitalis. In the treatment of 
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atrial flutter additional digitalis is given until 
flutter has changed either to normal rhythm or to 
atrial fibrillation. The ventricular response to 
atrial fibrillation should be controlled at about 70 
per minute and should not increase greatly with 
mild exercise. There are, of course, exceptional 
instances in which this optimum result cannot be 
accomplished, and each case must be individual- 
ized. For example, in the presence of some com- 
plication, such as infection, pulmonary infarction 
or thyrotoxicosis, one cannot expect to control 
the rate to this extent and may have to settle, 
temporarily at least, for a mild tachycardia of 100 
per minute or even more. 

While the heart rate in the presence of atrial 
arrhythmias is a good index of digitalization, the 
rate in patients with normal sinus rhythm is a 
very poor one. It is certainly true that many pa- 
tients will have significant slowing of their heart 
rate when digitalized. This is an indirect effect of 
improvement in the heart failure, however, and 
not a direct effect of digitalis. Patients may be in 
heart failure with a slow rate, they may be fully 
digitalized and still in heart failure with a rapid 
rate, and tachycardia may itself be a manifesta- 
tion of excessive digitalis effect. It is very unwise, 
therefore, to utilize the rate as a measure of 
digitalization in the patient with normal sinus 
rhythm. 

Finally, the electrocardiogram may occasion- 
ally be helpful in judging the degree of digitaliza- 
tion, although its limitations in this respect must 
be recognized. Depressed S-T segments and 
slightly prolonged P-R intervals are often pro- 
duced by digitalis in what is considered to be the 
therapeutic range. It must not be assumed, how- 
ever, that these changes will always be present 
when patients are digitalized, nor that they will 
uniformly precede toxic manifestations. 


DIGITOXIN 


Digitoxin has had a widespread and unde- 
served popularity. In competent hands it is cer- 
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tainly an adequate digitalis preparation. Its rate 
of excretion is so slow, however, that when tox- 
icity develops it is very persistent. It may take as 
long as three weeks to excrete digitoxin as com- 
pared with five to seven days for digoxin. This is 
a serious disadvantage and has led us to avoid the 
use of this drug since it has no particular advan- 
tage over the others. If it is used, I think one 
should remember that the usually quoted aver- 
age maintenance dose of digitoxin of 0.2 mg. is 
often excessive and that 0.15 mg. more nearly 
approaches the desired dose which will keep pa- 
tients digitalized and not produce toxicity. 


GITALIN 


Gitalin has been the subject of some con- 
troversy in the recent literature. Several investi- 
gators have suggested that gitalin has a higher 
therapeutic-toxic ratio than any of the other prep- 
arations. This would make it a very useful drug, 
particularly since it has a favorable excretion 
time, somewhere between digoxin and digitalis 
leaf. Unfortunately other workers have been 
unable to confirm this superiority in terms of 
toxicity, and insist that it has the same toxic 
potential as all of the other active digitalis glyco- 
sides. I have a distinct clinical impression that it 
is somewhat less toxic, based on the observation 
that patients who became toxic very readily with 
other agents could later be satisfactorily digital- 
ized with gitalin. Digitalization with gitalin can 
usually be accomplished with doses of 0.5 mg. 
three times daily for four or five days, and the 
most frequent maintenance dose is 0.5 mg. daily. 


CEDILANID 


The mistaken impression has somehow been 
created that rapid digitalization can be accom- 
plished with the oral glycosides. Dose for dose 
the speed of action of all orally administered 
preparations is quite similar. This includes digi- 
talis leaf and all of the glycosides. A single oral 
dose generally requires six to eight hours for 
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FIGURE 12. Digitalis ioxicity. Atrial tachycardia and A-V block. 


maximum effect, and full digitalization may re- 
quire 18 to 24 hours or longer. This is not rapid 
digitalization when considered in terms of emer- 
gency therapy, and when speed is essential we 
generally use lanatoside-C, better known under 
the trade name of Cedilanid®. Cedilanid will pro- 
duce digitalization in one to two hours if a full 
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digitalizing dose is given at once. This may be 
risky and is only justified in an extreme emer- 
gency. The drug can be given with relative safety 
in divided doses, usually 0.8 mg. initially and 
0.4 mg. at two-hour intervals until the average 
digitalizing dose of 1.6 mg. is reached. In this 
way the effect of each dose can be fully appre- 
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ciated before the next dose is given, but the 
elapsed time is only four hours. As with other 
methods, small increments may have to be given 
until full digitalization is achieved. Small doses 
of Cedilanid are also very useful in the patient 
whose status of digitalization is uncertain, since 
it is rapidly dissipated if too much is given. Fol- 
lowing digitalization with Cedilanid, some other 
preparation is used for maintenance therapy since 
the rapid dissipation of Cedilanid makes it un- 
desirable for this purpose. 


OUABAIN AND STROPHANTHIN 


More rapidly-acting preparations than Cedi- 
lanid are rarely if ever indicated. Ouabain and 
strophanthin reach maximum effect in about 30 
minutes, but carry a significant risk if used in full 
therapeutic dosage. Acetyl strophanthidin has 
recently been recommended as a test for the ade- 
quacy of digitalization. This most rapidly-acting 
drug produces its full effect in ten minutes and is 
dissipated in about 30 minutes. We have found 
few indications for performing this test, which 
necessarily entails some risk. The patient is given 
small doses of 0.15 mg. of acetyl strophanthidin 
intravenously at ten-minute intervals, to a total 
of 1.2 mg. If an improved therapeutic effect re- 
sults at any time, the administration of the drug 
is stopped and an equivalent amount of another 
preparation may be given after the acetyl stro- 
phanthidin is excreted. If toxicity develops 
quickly, indicating that the patient is fully 
digitalized, it rapidly disappears unless a fatal 
arrhythmia is produced immediately. 


PREPARATIONS FOR INTRAMUSCULAR INJECTION 


Digitalis preparations for intramuscular in- 
jection, either as mixtures of digitalis glycosides 
or as the individual glycosides, are available. 
These are rarely used for digitalization because 
of the uncertainty of absorption of large quanti- 
ties of drugs given intramuscularly. They are 
convenient, however, for maintenance therapy 
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in situations in which oral medications cannot be 
given, as during acute gastrointestinal disturb- 
ances or after surgery. 


Toxicity 

Digitalis, like other potent drugs, is potentially 
toxic if excessive doses are given. Unfortunately 
the ease with which toxic manifestations are 
induced varies from patient to patient, and in 
many cases the margin of safety between thera- 
peutic and toxic levels may be small or non- 
existent. This seems to be related in some way to 
the amount of myocardial damage. Very large 
doses of digitalis are tolerated by the normal 
heart. In patients with early hypertensive or 
rheumatic heart disease, doses considerably in 
excess of the therapeutic dose are possible with- 
out toxicity. In the patient with advanced heart 
disease, on the other hand, toxicity will often be 
seen before optimum therapeutic levels can be 
achieved, sometimes with remarkably small 
doses. This does not necessarily mean that 
digitalis cannot be used or will not be beneficial 
in such patients, but it certainly must be em- 
ployed with greater caution. It may be necessary 
to carry the patient at a lower level of digitaliza- 
tion than other patients, using supplemental 
measures to control heart failure. In an occasional 
case digitalis will have to be omitted entirely be- 
cause of extreme sensitivity to its toxic effects. 

Digitalis toxicity is seen with increasing fre- 
quency today and the reason for this is not en- 
tirely clear. The suggestion has been made that 
the introduction of the glycosides, and a change 
in the technique of digitalization because of the 
tolerance of the gastrointestinal tract for these 
preparations, may be responsible. It was a rare 
patient indeed who could be given more than 
one-half the minimum theoretic dose of digitalis 
leaf without vomiting from local gastrointestinal 
irritation. Now many patients are digitalized by 
a so-called “‘single dose” technique, and a signifi- 
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FIGURE 18. a. (above) Atrial tachycardia not due to digitalis. b. (below) Conversion of atrial tachycardia to atrial fibrilla- 
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FIGURE 14. Digitalis toxicity. Frequent premature ventricular beats. 


cant percentage of them will develop toxic symp- 
toms. A second factor that has been blamed for 
the increasing toxicity is the increase in the use 
and effectiveness of diuretic agents resulting in 
disturbances of electrolyte balance which may 
favor digitalis toxicity. The increased effective- 
ness of all forms of therapy may be responsible 
for prolonging the life of cardiac patients, so that 
more and more severe cardiac disease is being 
exposed to digitalis. As I have already pointed 
out, the incidence of toxicity is much higher in 
patients with severe myocardial disease. It is 
probably for this reason that a high incidence of 
digitalis toxicity was always seen in large city 
hospitals, where so many patients with far-ad- 
vanced disease were encountered, as compared 
with the average population of an office or pri- 
vate hospital practice. 


IMPROPER USE OF DIGITALIS 


Important as these factors may be, much of the 
digitalis toxicity we see is due to the improper 
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use of digitalis. Many physicians, for example, 
misinterpret the range of digitalizing dose given 
for each drug in standard textbooks and articles 
to represent the safe range. This is undoubtedly 
true for the dosage range of many other drugs, 
but with digitalis one patient may require the 
highest dosage in the range for effectiveness, 
while the next may become toxic at the lowest 
dosage level. Another common error which re- 
sults in digitalis toxicity is the assumption that if 
a patient is still in heart failure he is not fully 
digitalized. Therefore, more digitalis is given, 
and toxicity results. Patients may be in cardiac 
failure although fully digitalized or overdigital- 
ized. In fact overdigitalization may itself result 
in signs and symptoms of increased congestive 
failure. 


MANIFESTATIONS OF TOXICITY 


Extracardiac Symptoms. The manifestations of 
digitalis toxicity may conveniently be divided 
into the extracardiac and the cardiac. The extra- 
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FIGURE 15. Digitalis toxicity. Coupled premature 
ventricular beats. 


cardiac symptoms are believed to be of central 
origin. They include anorexia, nausea, vomiting, 
diarrhea, visual disturbances, neurologic symp- 
toms and mental changes. It is unfortunate that 
these symptoms, which are less serious in their 
consequences than the cardiac symptoms, do not 
necessarily occur before the development of seri- 
ous cardiac toxicity. Anorexia, nausea and vomit- 
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ing are quite frequent and when present provide 
a convenient warning sign that the maximum 
possible therapeutic level for the individual has 
been reached and exceeded. The vomiting ap- 
pears to be central in origin as it occurs with 
parenteral as well as oral administration. It 
should not be confused with the local irritant 
effect of large amounts of digitalis leaf on the 
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gastrointestinal tract. The visual symptoms in- 
clude blurring, scotomata and color disturbances. 
The development of total yellow or green vision 
is an infrequent but alarming symptom. Some 
patients complain of headache, vertigo, neural- 
gialike pain in the face or extremities, numbness 
and tingling sensations. Lethargy, stupor, dis- 
orientation and delirium have been described, 
but one wonders whether many of these mental 
symptoms may be related to the heart failure 
itself, since similar disturbances occur in cardiac 
patients under treatment without digitalis. 
Cardiac Symptoms. The cardiac manifestations 
of digitalis toxicity are the most important, of 
course, and constitute a significant cause of 
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FIGURE 16. Digitalis toxicity. Coupled premature ventricular beats. 












death in cardiac patients. Nearly every known 
disturbance of rhythm may be produced by digi- 
talis as a result of increased irritability, depres- 
sion of the sinoatrial or atrioventricular nodes or 
a combination of these. The increased irritability 
may result in premature beats of either supra- 
ventricular or ventricular origin, atrioventricular 
dissociation, supraventricular tachycardia, par- 
ticularly atrial tachycardia with block, ventricu- 
lar tachycardia and ventricular fibrillation. Even 
atrial flutter and atrial fibrillation have been at- 
tributed to digitalis toxicity, although this is 
probably infrequent. Simple disturbances of the 
dominant sinoatrial rhythm are seen. There may 
be sinus bradycardia, with or without sinus ar- 
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FIGURE 17. Digitalis toxicity. Coupled premature 
ventricular beats and partial A-V block. 


thythmia and often with emergence of a dissoci- 
ated nodal rhythm. Sinus tachycardia is oc- 
casionally observed. Sinoatrial block is unusual 
but all degrees of atrioventricular block, from 
simple prolongation of the P-R intervals to com- 
plete heart block may be seen. Death may follow 
either ventricular tachycardia and ventricular 
fibrillation, or the induction of complete atrio- 
ventricular block with Stokes-Adams attacks. 
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The role of potassium in the causation of digi- 
talis-induced arrhythmias has been stressed, al- 
though the exact mechanism of this relationship 
is not entirely clear. 

Potassium loss does seem to favor digitalis 
toxicity and the administration of potassium to 
correct it. This information is extremely useful 
clinically both in the prevention and the treat- 
ment of digitalis toxicity. 








The Use and Abuse 
of Digitalis 


RECOGNITION OF TOXICITY 


The recognition of digitalis toxicity may be 
very simple or very difficult. It is important to 
have a high index of suspicion. Any disturbance 
of cardiac rhythm developing in a patient who is 
receiving digitalis should be considered possibly 
due to digitalis toxicity until evidence to the 
contrary is at hand. It is much safer to withhold 
digitalis, using the other forms of therapy to 
control the heart failure if necessary, than to 
risk a serious and perhaps fatal arrhythmia. Since 
myocardial irritability may persist until all of the 
digitalis has been excreted, it may sometimes be 
necessary to stop digitalis for as long as two to 
three weeks, depending on which preparation has 
been used, and then to redigitalize the patient 
completely. More often the signs of digitalis 
toxicity will disappear soon after digitalis is with- 
held, and maintenance therapy can then be in- 
stituted. 

It is unfortunate that many of the arrhythmias 
which may be due to digitalis, would, if spon- 
taneous, be indications for digitalis therapy. This 
therapeutic dilemma has led to the development 
of the digitalis tolerance test described earlier. 
The safest course, however, is to treat the patient 
as though digitalis toxicity were present initially, 
administering additional digitalis only after it 
becomes clear that therapy for digitalis toxicity 
has not corrected the arrhythmia. 


PREVENTION 


The treatment of digitalis toxicity should, of 
course, begin with prevention. Digitalis should 
always be given by the slowest method the cir- 
cumstances will permit, in small increments, and 
under careful supervision. Potassium depletion 
should be prevented or potassium supplements 
given. If digitalis toxicity develops, digitalis 
should be stopped at once. This may be sufficient 
for the simpler manifestations of toxicity, but in 
the presence of an important disturbance of 
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rhythm, potassium salts should be given. In many 
cases oral administration of 2 Gm. four times a 
day will be adequate. In some situations larger 


- oral doses or intravenous administration under 


continuous electrocardiographic control is in- 
dicated. 

If this is not successful, antiarrhythmic drugs 
may be needed. There is some evidence that 
procaine amide (Pronestyl®) is more effective in 
the digitalis-induced arrhythmias than is quini- 
dine, but either drug may be used. Neither drug 
is so effective in digitalis toxicity as in the spon- 
taneously occurring arrhythmias. Mention should 
be made of the recent recommendation for the 
use of disodium versenate to reduce serum cal- 
cium levels in combatting digitalis toxicity, but I 
think this is neither a safe nor a practical method 
of therapy, and should be reserved for unusual 
situations. 


Electrocardiographic Changes 
CHARACTERISTIC EFFECT 


The characteristic effect of digitalis on the 
electrocardiogram is depression of the S-T seg- 
ments. In the normal or slightly diseased heart, 
marked S-T segment depression may be present 
without significant T wave inversion. The ter- 
minal deflection is J-shaped with a sharp rise to a 
flattened, but upright final portion of the T wave 
(Figure 1). The Q-T intervals are shortened. In 
this illustration well-controlled atrial fibrillation 
is present. In other cases there may be slight 
prolongation of the P-R intervals. This pattern 
occurs in the therapeutic range of digitalis effect. 
It would be convenient if it were consistently 
present and if it uniformly appeared before toxic 
manifestations occur, but unfortunately this is 
not the case. 


IN SEVERE MYOCARDIAL DISEASE 


In the presence of more severe myocardial 
disease, the changes produced by digitalis closely 
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FIGURE 18. Digitalis toxicity. Coupled premature ventricular beats and 
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complete A-V block. 
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FIGURE 19. Coupled premature ventricular beats not due to digitalis. 
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FIGURE 20. a. (above) Digitalis toxicity. Atrial tachycardia with 2:1 block and ventricular tachycardia. b. (right, on 





next page) Marked improvement in rhythm after intravenous potassium therapy. 


simulate the S-T segment depression and T wave 
inversion characteristic of myocardial disease, 
and, in fact, may be indistinguishable from it. 
For this reason it is helpful and often very im- 
portant to have a control tracing before digitalis 
is administered. 


IN TOXICITY 


At toxic levels a wide variety of cardiac ar- 
rhythmias may be produced. Figure 2 shows a 
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marked disturbance of the sinus mechanism. The 
sinoatrial pacemaker is depressed in many places 
with periods of sinus arrest and the development 
of slow nodal rhythm. Atrioventricular dissocia- 
tion may occur because of a rapid ectopic pace- 
maker (Figure 3) or depression of the sino- 
atrial pacemaker with the escape of a slow nodal 
pacemaker (Figure 4). All degrees of atrioven- 
tricular heart block are observed. Figure 5 shows 
partial A-V block on March 20, 1958, with return 
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to normal atrioventricular conduction on March 
26, 1958, after withdrawal of digitalis. Note the 
decrease in the amount of S-T segment depres- 
sion in the later record. 

Figure 6 shows complete A-V heart block with 
a slow, regular idioventricular rhythm, in a pa- 
tient whose underlying mechanism is atrial 
fibrillation. Regularization of the previously ir- 
regular ventricular response to atrial fibrillation 
ls strongly suggestive of digitalis toxicity. It may 
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occur either as a result of complete A-V heart 
block as in the preceding example, or from the 
development of a rapid ectopic rhythm. In this 
case (Figure 7) we see a nodal tachycardia at a 
rate of 142 per minute. During the administration 
of potassium chloride intravenously, the previous 
mechanism is restored with atrial fibrillation and 
an irregular ventricular response at a rate of 95 
per minute. When the arrhythmia disappeared, 
administration of potassium was stopped with 
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FIGURE 21. a. (left, above, preceding page) Digitalis toxicity. Bidirectional ventricular tachycardia. b. (left, below, pre- 
ceding page) Bidirectional ventricular tachycardia showing improvement in rhythm during intravenous potassium therapy. 
c. (above) Corrected rhythm after intravenous potassium therapy. 


prompt recurrence of the nodal tachycardia sium chloride intravenously, and this rhythm 
(Figure 8). The rhythm was again readily con- was maintained with subsequent doses of oral 
verted to atrial fibrillation with additional potas- potassium chloride. 
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FIGURE 22. a. (above) Digitalis toxicity. Bidirectional ventricular tachycardia. b. (right, on next page) Improvement in 
rhythm during intravenous potassium therapy. 


Figure 9 shows a rapid regular atrial arrhyth- 
mia, resembling atrial flutter, at a rate of 256 
per minute, with a 2:1 A-V block and a resultant 
ventricular rate of 128 per minute. During the 
administration of approximately 60 mEq. of 
potassium chloride intravenously, the abnormal 
mechanism is at first slowed, then converted to 
what appears to be a slow nodal rhythm. Oral 
administration of potassium chloride was con- 
tinued and on the following day a normal sinus 
rhythm was restored. 


ATRIAL TACHYCARDIA 


Atrial tachycardia with block has been re- 
garded as a very characteristic manifestation of 
digitalis toxicity, and does occur frequently. 
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When atrial tachycardia with 1:1 conduction is 
produced by digitalis toxicity (Figure 10), carotid 
sinus pressure will often produce A-V block (strip 
2) instead of conversion to normal rhythm as it 
characteristically does in spontaneously occur- 
ring atrial tachycardia. Carotid sinus pressure 
may, however, sometimes convert a digitalis- 
induced atrial tachycardia to a normal sinus 
rhythm (Figure 11) but the arrhythmia has a 
strong tendency to recur when the stimulus is re- 
moved. Figure 12 shows an atrial tachycardia 
with 2:1 (lead 1) and 3:2 (lead V;) A-V conduction 
on July 2, 1958. The following day there is a 
somewhat slower ectopic atrial mechanism with 
1:1 conduction. On November 7, 1958, digitalis 
toxicity persists with a slow ectopic atrial mech- 
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anism and partial A-V heart block with a Wencke- 
bach phenomenon and dropped beats. Finally, on 
July 10, 1958, normal sinus rhythm and normal 
A-V conduction have been restored. 

Although atrial tachycardia with block is 
characteristically seen in digitalis toxicity, it 
must be kept in mind that an identical disturb- 
ance of rhythm may occur spontaneously as a 
result of heart disease. This is, of course, equally 
true of the other arrhythmias induced by digitalis 
toxicity. The atrial tachycardia illustrated in 
Figure 13a was thought possibly to be the result 
of digitalis toxicity. Carotid sinus pressure pro- 
duced a high degree of A-V block with the escape 
of an idioventricular pacemaker. At other times 
3:2 and 2:1 A-V block occurred spontaneously. 
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Digitalis administration was stopped and potas- 
sium chloride administered with no effect on the 
arrhythmia. Redigitalization with Cedilanid re- 
sulted at first in a slower ectopic atrial mecha- 
nism, then atrial fibrillation with a controlled ven- 
tricular response (Figure 13b). A few days later 
the rapid atrial tachycardia recurred. Again 
withholding digitalis and administering potas- 
sium chloride was ineffectual, but additional digi- 
talis produced atrial fibrillation with a controlled 
ventricular response. 


PREMATURE VENTRICULAR BEATS 


Frequent ventricular premature beats are 
probably the most common manifestation of 
digitalis toxicity (Figure 14). The occurrence of 
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FIGURE 23. Digitalis tolerance test using acetyl strophanthidin. 


pairs (lead 3) or several in succession is particu- 
larly ominous because it suggests the possibility 
of ventricular tachycardia. Although the prema- 
ture ventricular beats of digitalis toxicity are 
most frequently described as variable in form 
and multifocal in origin, in their most character- 
istic form they are coupled, and often produce a 
bigeminal] rhythm (Figure 15). Coupled ventricu- 
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lar premature beats may also occur when the 
underlying mechanism is atrial fibrillation as in 
Figure 16. In the case illustrated in Figure 17, 
both increased irritability, manifested by coupled 
ventricular premature beats, and depressed con- 
duction, resulting in partial A-V heart block, are 
present. In Figure 18, complete A-V heart block 
and coupled ventricular premature beats co- 
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exist. Coupled ventricular premature beats may 
be seen in the absence of digitalis toxicity, and in 
fact, without demonstrable heart disease as in the 
cease illustrated in Figure 19. 


VENTRICULAR TACHYCARDIA 


The most dreaded manifestation of digitalis 
toxicity is, of course, ventricular tachycardia, 
which often results in cardiac death. The electro- 
cardiogram illustrated in Figure 20a shows a 
very chaotic rhythm resulting from atrial 
tachycardia with 2:1 A-V block, with many mul- 
tifocal ventricular ectopic beats occurring in runs. 
After the administration of potassium chloride 
intravenously (Figure 20b) there is marked im- 
provement in the rhythm, with a wandering 
atrial pacemaker and only a few ventricular ec- 
topic beats, none of these occurring in the last 
strip. 

Figure 21a shows another very chaotic ven- 
tricular arrhythmia in a patient whose underly- 
ing mechanism is atrial fibrillation. In several 
places the alternating ventricular complexes 
suggest the presence of a “‘bidirectional’’ ven- 
tricular tachycardia, a rhythm seen almost ex- 
clusively in digitalis toxicity, in which the al- 
ternate beats seem to arise in opposite ventricles. 
A later tracing on the same patient (Figure 21b) 
shows at first a sustained bidirectional tachy- 


HERE’S A HELPFUL HINT... 


About Venesections 


C. A. NYSTROM, m.p. 
Calker City, Kansas 
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cardia, then gradual improvement in the rhythm 
during the administration of intravenous potas- 
sium chloride, and finally (Figure 21c) restora- 
tion of atrial fibrillation with a controlled ven- 
tricular response and no ectopic beats. Another 
patient with atrial fibrillation showed none of the 
chaotic ventricular arrhythmia with digitalis, but 
had long runs of bidirectional tachycardia (F%g- 
ure 22a). During potassium therapy (Figure 
22b) the tachycardia is first replaced by single 
or short runs of 3 to 5 ectopic beats (lead 1), then 
by atrial fibrillation without ectopic beats (lead 
2). 


DIGITALIS TOLERANCE TEST 


One use of the digitalis tolerance test is il- 
lustrated in Figure 23. This patient had atrial 
fibrillation with a persistently rapid rate in spite 
of large doses of digitalis. To determine whether 
the rhythm could successfully be controlled with 
digitalis, small doses of acetyl strophanthidin 
were given at ten-minute intervals. There was 
very little effect on the ventricular rate, and 
after 1.4 mg. the appearance of ectopic beats led 
to the conclusion that digitalis would not produce 
the desired therapeutic effect without serious 
toxicity. This patient was later successfully 
managed by conversion of atrial fibrillation to 
normal rhythm with quinidine. 


WHEN performing venesections on elderly patients, 
it is well to remember that their vessels are very 
fragile and ballooning them up with a tourniquet will 
cause these vessels to rupture when they are pierced 
by a needle. If the arm is left dependent and just a 
stasis of blood is used to distend the vessels, a needle 
can be inserted into the vein without the use of a 
tourniquet. This procedure will prevent ecchymosis 
which is often noted in elderly patients who have re- 
peated venepunctures. 
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DIAGNOSTIC TIP... 


Abdominal Angina 


CARDIAC ANGINA and intermittent claudica- 
tion of the extremities are well-known exam- 
ples of the disproportion between insufficient 
blood supply and the increased metabolic 
needs of muscular tissue during exercise. 
Abdominal angina (otherwise known as in- 
testinal angina or intermittent mesenteric 
ischemia) is an entity which may be likened to 
those mentioned above. It is postulated that 
the symptom of postprandial abdominal pain 
is probably breught about by the inability of 
one or more narrowed mesenteric vessels to 
increase the blood supply of the small bowel 
during the time of increased metabolic de- 
mand associated with digestion. 

The usual clinical picture is that of an elder- 
ly individual (often bearing other stigmata of 
generalized arteriosclerosis) who has cramp- 
ing generalized abdominal pain brought on by 
meals. 

The pain ordinarily starts 30 minutes 
to three hours postprandially, and may only 
reach its peak several hours later. The pain 
may frequently be substantiated by the pa- 
tient’s sitting up and leaning forward or by 
his lying face down or on one side. Muscle 
spasm and exquisite tenderness are often 
absent during the episodes of pain. The time 
of onset of the pain may be correlated with 
the segment of small intestine involved. The 
relief of pain by means of lying prone or sit- 
ting forward is probably due to decreased 
drag on the mesentery with consequent im- 
provement in the circulation. : 

The medical management of abdominal 
angina has included the use of small, fre- 
quent, light meals and the administration of 
antispasmodics, vasodilators and ganglionic 
blocking agents. These measures have only 
had sporadic success. Surgical measures for 
relief of this entity still appear to be in the 
experimental stage. 

The diagnosis of abdominal angina is im- 
portant not only in its differentiation from 
other causes of abdominal pain, but also be- 
cause it may be the herald of mesenteric 
vascular occlusion. Prompt recognition of 
this condition is of paramount importance. 


PETER BERCZELLER, M.D. 
Department of Therapeutics 
New York University School of Medicine 
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Sporotrichosis 
in Employees of a 
Tree Nursery 


WILLARD N. HAYES, M.D. 
Norway, Michigan 


SPOROTRICHOSIS is not considered a common dis- 
ease. However, five cases have recently been seen 
in my general practice. The purpose of this article 
is to alert doctors, particularly those practicing 
in rural areas, that: (1) this may not be a rare 
disease; (2) it is easily diagnosed by the charac- 
teristic skin lesion and chronic lymphangitis, 
and (3) sporotrichosis in this series of cases is a 
definite industrial hazard since all five cases 
occurred in workers in a large tree nursery and 
planting operation. 


Diagnosis 

Sporotrichosis usually starts as a red raised 
pimple (on the hand) which does not heal. It 
becomes a soft, violaceous granuloma which has 
a clear or bloody exudate. The diagnostic feature 
is a chronic wide pink ascending lymphangitis 
extending up the arm with multiple soft nodules 
along its course. The patient is not sick or febrile. 
The primary lesion is not painful, but there is 
soreness along the course of the lymphatics. In 
chronic cases and after treatment, the lymphatics 
eventually become hard ropes with thick nodules 
along their course. 

The diagnosis can be readily confirmed by tak- 
ing serum from deep in the primary lesion on a 
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cotton swab and wiping on either Sabouraud’s 
dextrose or maltose agar. (Culture plates from 
any hospital supply house are inexpensive and 
may be kept in the refrigerator for years.) My 
culture plates were taken for confirmation to the 
state laboratory at Powers, Mich., and Sporotri- 
chum Schenckii was identified on three of the 
cases. The other two cases were not cultured and 
the diagnosis was made on the basis of the charac- 
teristic lesions and response to specific treatment. 


Treatment 


The treatment of choice appears to be a sat- 
urated solution of potassium iodide. Fifteen or 
20 drops given three times daily was adequate. 
Larger doses can be administered. None of the 
cases observed was helped by large doses of dif- 
ferent antibiotics. It is important not to incise 
the soft glands even though these may become 
fluctuating. 

These five patients had one contact in common 
in their work at a large tree nursery, and this was 
Sphagnum moss. 

There were many workers transplanting seed- 
lings, counting little trees by hand and putting 
them in bundles. However, four of these patients 
were placing the trees in layers of wet moss and 
burlap and wrapping for distribution. The fifth 
worker was in a distant part of the operation and 
was planting the trees on a tree planting ma- 
chine from the wet moss bundles. The workers 
are now wearing heavy rubber gloves, although 
this is not the solution for those engaged in plant- 
ing trees. 

Sporotricha are common saprophytes in soils 
and plant life and cases have been reported in 
man and animals. It is most common in farmers 
and nurserymen. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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FIGURE 1. Lesions caused by sporotrichosis on both wrists. 





FIGURE 2. Lesion caused by sporotrichosis on dorsal surface 
of index finger. 





FIGURE 3. The characteristic lesion of sporotrichosis with 
lymphangitis and nodules in the forearm. 
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Rationale for the 
Use of Symptomatic Drugs 


FRANCIS H. HOFFMAN, M.D. 


AND WILLIAM A. STEIGER, M.D. 


Departments of Psychiatry and Medicine 
Temple University School of Medicine and Hospital 
Philadelphia, Pennsylvania 


A certain amount of anxiety 

is the normal concomitant of change. 

Ii is only when anxiety is great enough 

to produce biologic or behavioral dysfunction 
that treatment is required. 

Symptomatic medication is indicated 

when either specific therapy 

for the etiologic agent is not available 

or treatment of the etiologic agent 

is not desirable or possible. 


EACH GROUP of senior medical students rotating 
through our Comprehensive Medicine Clinic, 
supported by the Commonwealth Fund and the 
National Institute of Mental Health, brings up 
the question of the proper use of “tranquilizing” 
and “energizing” agents. They are aware that a 
social and philosophic significance has become 
attached to these new drugs. They know that 
religious leaders have deplored our society’s 
attempts to reach a nirvana avoiding all anxiety 
through tranquilizers. This awareness of the in- 
fluence of emotions upon illness usually leads 
them to direct their questions to the psychiatrists 
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rather than to the internists in the clinic, in 
words such as, “‘How do psychiatrists feel about 
the tranquilizers’? Answering how psychiatrists 
“feel” about tranquilizers gives us the oppor- 
tunity to explain the attitude of psychiatrists, 
particularly if psychoanalytically oriented, to- 
ward medication in general. 


Reduction of Anxiety 


We begin our answer by noting that general 
practitioners prescribe tranquilizers most fre- 
quently in attempts to obviate anxiety. Psy- 
chiatrists know that complete absence of anxiety 
is impossible but, daily seeing the pain of exces- 
sive anxiety in their patients, they respect at- 
tempts to avoid it. We point out that anxiety isa 
normal concomitant of change. New or challeng- 
ing situations facing the patient elicit an alerting 
response which may be perceived as unwelcome 
anxiety. This anxiety does not constitute the 
“symptom”’ of anxiety, for eliminating this anx- 
iety would mean blocking all awareness of 
change. Since the most significant element of life 
is change, it can be said that the only state com- 
pletely avoiding anxiety is death. 

When the duration or degree of anxiety is of 
such magnitude that it becomes a symptom, 
there is some underlying disease or dysfunction. 
Symptoms serve a protective function by calling 
attention of both patient and doctor to the need 
for treatment and are useful guides to the efficacy 
of therapy. Removal of symptoms without aware- 
ness of their protective function can sometimes 
be catastrophic, as has been demonstrated in 
studies using hypnosis, and this should be remem- 
bered when prescribing the tranquilizers. 


Emotional ““Meaning’’ of Drug 


Psychiatry’s attitude to medication in general 
is then discussed as background to our thinking 
about the tranquilizers and energizers. In the 
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intense emotional relationship that develops be- 
tween doctor and patient in psychotherapy, each 
separable element in that relationship comes 
under close scrutiny. Seemingly insignificant oc- 
eurrences can acquire tremendous emotional 
meaning and have to be evaluated in the frame- 
work of the total treatment procedure and goals. 
Therefore, psychiatrists carefully analyze a pa- 
tient’s occasional request for medication for in- 
termittent ills. The patient may be hurt, disap- 
pointed or outraged if his psychiatrist does not 
prescribe (give) medication but suggests instead 
a return to his general practitioner. The degree of 
his emotional reaction and its content may in- 
dicate the need to explore the meaning of the re- 
quest for medication. A psychiatrist may pre- 
scribe, but he must balance the emotional “‘mean- 
ing’ of the drug against the pharmacologic ef- 
ficacy and physiologic necessity for its use. The 
emotional meaning of the prescription of a drug 
may affect the treatment goals either positively 
or negatively. In a positive way, the giving of the 
drug may supplement or enhance the effect of 
treatment to such a degree that its use is more 
important as a placebo, with its pharmacologic 
effect of small consequence. Negatively, the 
drug’s use might be called an “‘irruptio,” a burst- 
ing in, in which case its pharmacologic efficacy 
must be of enough significance for the treatment 
goals to warrant its use. It is therefore obvious 
that the necessity for the drug may easily out- 
weigh the meaning. Necessity or meaning may be 
at such a low level of significance that they have 
little bearing upon the treatment goals. 

The fact that patients go to a general prac- 
titioner with a different level of expectation is 
also discussed. We point out that the patient 
expects medication from his general practitioner, 
who may not only relieve suffering but may also 
use a medication-giving role as a bridge to better 
communication. When the student physicians 
recognize that they may be attacked (“Your 
medicine, Doctor, didn’t do me one bit of good’’!) 
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In considering the use of tranquilizers, the doctor should re- 
member the protective function of symptoms. Removal of the 
symptoms can sometimes be catastrophic without this aware- 
ness. 





Symptomatic medication is indicated when there are obstacles 
to the etiologic treatment. In some hayfevers, for instance, it 
might be better to use antihistamines for a short period than to 
subject the patient to prolonged desensitization. 
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Rationale 
for the Use 
of Symptomatic Drugs 


or accepted through the drug they prescribe, 
then understanding of the problem of balancing 
drug ‘‘meaning”’ and drug “necessity” is easier. 
As senior students, they are rarely familiar 
with the treacherous situation that develops 
when a patient does well on the first medication 
prescribed, and then regresses on that medicine 
or any other that is tried in an effort to regain 
the initial success. But we point out the subtlety 
of this maneuver by which the patient traps 
the physician into an irrevocable contract— 
“You, Doctor, have to cure me because the first 
medicine you gave me helped me.” Such a pa- 
tient often becomes a frustration to the doctor 
and uses this “contract’”’ as the basis for any 
future demands upon his time and energy. 


Rationale for Prescribing Symptomatic 
Medication 


This article presents a concise rationale that 
general! practitioners can refer to when they pre- 
;cribe symptomatic medication. The rationale, 
presented in these discussions with our medical 
students, was an outgrowth of emphasizing to 
them that tranquilizers and energizers are no 
more nor less than symptomatic medications. We 
do, however, warn them to be aware of the effect 
of drug advertising which, in combination with 
our tendency to seek for magic when we are 
faced with our therapeutic impotence, influences 
our attitudes. It is of course important that we 
seek enthusiastically for remedies, but it is 
equally important that we evaluate each dis- 
covery carefully. 

We must keep in mind also that a medication 
effective in the disturbed ward of a closed hos- 
pital may not be useful to an outpatient. One 
situation may provide types of therapeutic sup- 
porting elements which another may not. Adver- 
tising creates the impression that each new drug 
is, in an important way, different from its prede- 
cessors. However, what is required for intelligent 
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guidance in prescribing these tranquilizing drugs 
is identification of them as a class. When we 
realize that these drugs are prescribed for the 
relief of symptoms, we are on familiar ground. 
We immediately oppose the suggestion that one 
drug is the etiologic treatment of depression, or 
anxiety, or schizophrenia or fear of the hydrogen 
bomb. It is important to oppose this suggestion, 
for when we prescribe an etiologic agent, we 
might relax to some degree the medical vigilance 
which the proper care of our patient requires. 
Symptomatic treatment requires greater vigi- 
lance because the etiologic forces continue to 
exert their effect and may emerge in some new, 
unsuspected form. 


PRINCIPLES OF TREATMENT 


Our easily remembered rationale consists of 
four statements which can be quickly reviewed 
whenever symptomatic medication is prescribed. 
These statements pertain to all symptomatic 
agents, even those as yet undiscovered. We rec- 
ommend a periodic review of the treatment of 
each patient on symptomatic medication with 
this rationale in mind, for reasons which are 
presented following Principle 4. 

1. The first principle is that symptomatic medi- 
cation is indicated when an etiologic agent for the 
illness is not available. Examples of such diseases 
are certain malignancies, osteoarthritis, essential 
hypertension, ete. For schizophrenia, not only 
is there no etiologic agent yet available, but the 
disease has not yet been clearly enough defined 
to allow us to call it more than Bleuler did when 
he named it “the group of schizophrenias.”’ The 
use of psychotherapy for an emotional illness is 
an implied etiologic treatment since the chemi- 
cals thus far produced have been recommended 
primarily as making the patient more accessible 
for psychotherapy. 

2. The second principle is that symptomatic 
medication is indicated when etiologic treatment 
is not indicated. At first it seems that this situa- 
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tion could never arise, but clinicians will recog- 
nize the following possible obstacles to the 
etiologic treatment of patients: 

a. The patient may refuse etiologic treatment. 
Patients refuse blood transfusions because of 
religious beliefs. Patients refuse surgery for fear 
of mutilation or in the belief that their life is 
over. A recent patient at our hospital preferred a 
colostomy to an investigation of her emotions. 

b. The nature of the illness might preclude 
etiologic treatment. In some hayfevers, it might 
be better to use antihistamines for a short period 
than to subject the patient to prolonged desensi- 
tization. 

c. The treatment might prove as fatal for the 
patient as the disease itself. Yet as therapy is 
improved with new knowledge and techniques, 
such difficulties are overcome. For example, a 
few years ago heart surgery would not have been 
attempted. 

d. A physician’s lack of competence to carry 
out the etiologic treatment in a special area is 
possible contraindication to its use. 

3. Symptomatic medication is indicated when 
the treatment will lessen the pathologic feedback 
caused by the symptomatic response and thereby 
allow use of etiologic treatment. An example is 
the patient with the painful joint whose treat- 
ment requires motion of the joint. With the 
stress of pain removed, the etiologic treatment 
of the joint can be effected. Another is the pa- 
tient with headache from emotional causes who 
may not be able to communicate his problems 
until the stress of the symptom is removed. 

4. Finally, symptomatic medication is indi- 
cated when the passage of time will alter the stress 
of the situation. This is an important basis for 
treating the symptom, since belief in it is shared 
by physicians and laymen alike. Postoperative 
analgesics are given on the basis that the ex- 
haustion of the end organ pain receptor and the 
regeneration of tissue will facilitate accommo- 
dation after time has passed. Using phenobar- 
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Symptomatic medication that lessens the pathologic feedback 
caused by the symptomatic response paves the way for etiologic 
treatment. For instance, when pain is alleviated in a painful 
joint, then motion of the joint (the etiologic treatment) can be 
effected. 























“the emotional 
meaning of the drug” 





The emotional meaning of the doctor’s prescription may affect 
the treatment goals either positively or negatively. This emo- 
tional meaning must be balanced against the pharmacologic 
efficacy and physiologic meaning of the drug’s use. 
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Rationale 
for the Use 
of Symptomatic Drugs 





Time alone may bring about an improvement in certain condi- 
tions. This fact may be a positive indication for use of symp- 
tomatic medication. However, symptomatic treatment should 
never block adequate evaluation and acceptance of the need for 
action. 


bital (or a tranquilizer) to raise the threshold 
of the perception of anxiety implies that some 
recuperative power of the organism will have its 
effect with the passage of time, based upon such 
phenomena as exhaustion, adaptation, altera- 
tion or change in the internal emotional constella- 
tion of the patient. Or the environmental stresses 
of family, job situation or social situation will 
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lessen. Mother, father, brother or boss will 
change their ways or society will alter its view of 
the patient, his illness or behavior. Although the 
expectation that time alone will result in a change 
for the better is a positive indication for the use 
of symptomatic medication, we call attention to 
its misapplication. The passage of time is some- 
times hopefully used to avoid thinking about 
the patient and his problems. It is fair to note, 
however, that many patients are looking for 
rescue only in the future. Their fears of facing 
the real issues of their illness encourage the doc- 
tor’s inattention to this basis for their “‘tempori- 
zation.” 


Deceptive Use of Symptomatic Medicine 


But we must overcome our own and the pa- 
tient’s propensity for avoidance of reality. To do 
this we must recognize what it means when we 
continue symptomatic medication ad infinitum. 
We are implying that the patient must remain 
ill permanently; that he is in effect a cripple who 
needs a crutch. There is often reason so to con- 
sider many patients: the inadequate personality, 
the epileptic, the patient who has exhausted his 
physical or emotional reserves to cope with life. 
But we must retain our critical and clinical sensi- 
tivity to the degree of the patient’s illness and 
determine if his condition deserves relegation to 
the category of those for whom nothing other 
than the healing effect of time can be offered. 
We must know that symptomatic medication 
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may take from the patient the awareness of his 
real situation which would allow him to resolve 
to take action in his own behalf. For example, a 
patient in a state hospital had improved enough 
to be considered for discharge and the psychia- 
trist asked how he had contributed to the pa- 
tient’s recovery. 

“Well,” said the patient, “when I first came 
here you asked my name, what brought me 
here, how I was feeling about being in the hos- 
pital, and so forth. Then later when you’d make 





Neonatal Hypoglycemia 


DuRING the first hours after birth, normal new- 
born infants have blood sugar levels considerably 
lower than those of fasting older children or 
adults. This hypoglycemia is even more marked 
in the offspring of diabetic mothers, and in pre- 
mature infants. Clinical signs of hypoglycemia 
are extremely rare in the newborn, however. 
Cornblath and his colleagues now report eight 
cases of spontaneous hypoglycemia with symp- 
toms beginning on the second or third day of life 
in infants born to mothers with toxemia. In each 
of these cases, the hypoglycemia ran a self- 
limited course. 

In each of these cases, convulsions, apnea, 
tremor and limpness were associated with blood 
sugar levels ranging between 6 and 24 mg. per 
100 ml. at the height of the symptoms. In each 
case the clinical syndrome was alleviated im- 
mediately by the administration of parenteral 
glucose. In five of these infants, very low blood 
sugar levels were found subsequent to treatment 
but unassociated with symptoms or signs. Five 
infants had no sequelae; two infants had perma- 
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rounds, you’d stop and chat, ask my name, how 
I was doing, how I was feeling, things like that. 
After I’d been here three months and you’d 
still ask my name during your rounds, I knew 
damned well that if I was going to get better I’d 
have to do it myself”! 

Had this patient been on symptomatic medi- 
cation, he might well have waited for the drug 
to cure him. Use of symptomatic medication can 
prevent the patient and the doctor from being 
aware that nothing therapeutic is happening. 





nent central nervous system damage, and one 
died at 17 days. 

Six of the eight infants were premature by 
weight. In each case the mother had pre-eclamp- 
sia. The mechanism of this syndrome is unknown. 
A wide variety of mechanisms are possibly re- 
sponsible. Plausible factors which might con- 
tribute to a relative hypoglycemia in premature 
infants include inadequate hepatic glycogen 
stores, inability to mobilize glycogen and an in- 
efficient regulation of glucose metabolism. These 
factors may reflect enzymatic immaturity. The 
self-limited course of the hypoglycemia observed 
in these cases is consistent with the theory that 
an adaptation or maturation of enzymes has oc- 
curred. 

It is known that infants delivered of women 
with toxemia of pregnancy have an increased 
morbidity and mortality, this increase is especial- 
ly evident when there is an associated complica- 
tion of labor or delivery. This report of eight 
cases of symptomatic neonatal hypoglycemia 
suggests the possibility that some of the mor- 
bidity of toxemia of pregnancy may be due to 
unrecognized attacks of hypoglycemia. (J. Pedi- 
atrics, 55:545, 1959.) 
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FIGURE 1. The interior of aircraft is sprayed with an in- 
secticide bomb to insure proper disinsectization. 
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FIGURE 2. Aircrew members are advised to have regular vac- 
cinations to protect them from diseases such as smallpox, 
typhoid, yellow fever and cholera. 
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Spread of disease by air travel, particularly 
malaria, smallpox and cholera, is possible. 

The health of employees as well as passengers 
presents many problems to the airline 

medical department. Prevention of accidents 
depends in part on careful medical surveys 

of employees. Proper hygiene and sanitation 
aboard the aircraft are also made certain 

by the medical department. Special medical 
precautions in jet-operated aircraft are described. 


IN INTERNATIONAL OPERATION, the airlines are 
faced with a diversity of problems which on one 
hand are rather complicated, but on the other 
hand from a medical viewpoint are interesting 
and keep the medical department alert to the 
existing health conditions on a world-wide basis. 
With the civil jet age in being, with its increased 
speeds, it is more important than ever before that 
all responsible agencies be on the alert to prevent 
the spread of disease through air travel. 
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Public Health Aspects 
SPREAD OF DISEASE BY TRAVEL 


It is possible for disease to be spread from one 
country to another by the transportation of the 
infected vector or by a traveler who has a com- 
municable disease either in the incubation period 
or in the active stage. This has happened, rela- 
tively infrequently, however, due to the constant 
alertness of many agencies. On a world-wide 
basis the World Health Organization, and in the 
United States the Public Health Service of the 
Department of Health, Education and Welfare 
are to be commended for their efforts in prevent- 
ing dissemination of certain communicable dis- 
eases. On the part of the airlines, proper disin- 
sectization of aircraft will prevent transporting 
insect vectors of disease from one country to 
another (Figure 1). Although some countries in- 
sist on doing this on the ground, it can be ade- 
quately accomplished in flight provided certain 
criteria are followed. This is an advantage to the 
airlines since there would be no interference with 
the scheduled departure. 

Spread of disease by travel has been a known 
fact for the past 2,100 years, the distribution of 
plague having been reported as following trade 
routes as early as the third century before the 
Christian era. More recently there have been oc- 
casions where transmission of disease has been 
caused by travelers. Examples of these are the 
introduction of cholera into Egypt in 1947; 
transmission of the falciparum type of malaria 
into Brazil in 1930; smallpox into Seattle by air 
travel in 1945, and also smallpox into New York 
City by bus travel in 1947. During the latter part 
of 1958 and the early part of 1959, there was a 
minor epidemic of smallpox in Western Germany 
due to an air traveler who contracted his illness 
in Ceylon and transmitted the disease to non- 
immunes after arrival in Western Germany. 

Vaccinations. In international air travel, it is 
quite possible for the prospective passenger or the 
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company employee to contract some disease 
which is endemic in certain parts of the world 
but which we have eradicated in this country. An 
example of this is cholera, which is endemic in 
certain parts of India and which occurred recently 
as a moderately severe epidemic in Thailand. 
Passengers are advised of this so that precaution- 
ary measures, including vaccination, can be taken. 
In the case of aircrew members it is mandatory 
that their vaccination against cholera be kept 
current and that during the epidemic they eat 
only in our own established eating places. The 
cholera vaccination certificate is valid for six 
months, beginning six days after vaccination, 
reimmunization being required every six months. 

Prospective passengers are also warned about 
any other endemic diseases and are informed of 
vaccination requirements in the country of their 
destination. Aircrew members, for their own pro- 
tection, must keep current vaccinations against 
some diseases. These diseases are smallpox, ty- 
phoid, yellow fever and cholera (Figure 2). Im- 
munization injections with tetanus toxoid are 
also recommended. Vaccination against smallpox 
within three years is required by most countries, 
the vaccination being valid eight days after the 
primary vaccination and immediately after re- 
vaccination. 

Because our members of aircrew may be called 
upon to travel on various routes, a valid vaccina- 
tion against yellow fever is mandatory. Yellow 
fever is endemic in certain parts of South America 
and Africa, and although the vector transmitting 
yellow fever is present in Pakistan and India, 
there is no yellow fever in those countries. There- 
fore the health authorities in those countries are 
particularly concerned about the possible intro- 
duction of the disease into their respective coun- 
tries. A yellow fever vaccination is valid begin- 
ning 12 days after vaccination and is recognized 
by all countries as being valid for six years. In 
certain portions of Trinidad there is a reservoir 
of the disease due to infected monkeys. 
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EMPLOYEE HEALTH COUNSELING 


The primary aim of an airline medical de- 
partment is to promote the health of the em- 
ployee and to make recommendations to manage- 
ment to insure the health and well-being of the 
passenger. In the case of the employee, various 
“public health drives’”’ are entered into, such as 
vaccination against poliomyelitis and vaccina- 
tion against the Asian type of influenza in 1957— 
58. These vaccinations are either given free or on 
a vaccine-cost basis. During the periodic exam- 
ination, which is given regularly to aircrew mem- 
bers and to certain others on a voluntary basis, 
every attempt is made to detect disease in its 
incipiency in order that corrective action can be 
taken. The periodic examination would be 
equivalent to other drives which are often publi- 
cized, such as diabetes detection, cancer detection 
and detection of early cardiovascular changes. 


MEDICAL PROGRAM FOR GROUND EMPLOYEES 


The fact that an airline medical department is 
likewise extremely interested in the ground em- 
ployee is frequently overlooked. Only two facets 
of the medical program can be mentioned here— 
ground accident prevention and the examination 
of food handlers. In the prevention of ground ac- 
cidents, a member of the medical department is 
on the safety committee to make recommenda- 
tions on all medical aspects of the program. All 
employees who drive company vehicles or taxi 
aircraft are examined, and among other require- 
ments they must have certain minimum visual 
standards which are more exacting than those of 
most states. Food handlers are checked periodi- 
cally for communicable diseases, and even more 
important is the fact that the stools are examined 
to rule out parasitic infestation. 


POSITIVE APPROACH TO DISEASE PREVENTION 


Diarrhea. A definitive and positive approach 
should be taken to the prevention of disease. This 
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can be illustrated in the case of the diarrheal dis- 
eases. Because of operating in the tropics, the oc- 
currence of the diarrheal diseases, with its lost 
time, is fairly frequent. Mainly through educa- 
tion, the incidence of these diseases, particularly 
amebiasis, has steadily decreased as shown in 
Table 1. 

Malaria. In transiting West and Central Africa 
one is particularly concerned with the prevention 
of malaria. The falciparum type of malaria is 
especially severe if contracted but is easily pre- 
vented. Although the countries in West and 
Central Africa, where this type of malaria is 
endemic, have accomplished an excellent job in 
eradicating breeding places of the vector of this 
disease, it is possible that an occasional infected 
mosquito may be present. For this reason pro- 
phylactic chloroquine is offered on a voluntary 
basis to the passenger and is required to be taken 
by all aircrew members on these flights. As a re- 
sult of this we have had no case of malaria among 
aircrew members during the past three years, 
whereas previously the average incidence was one 
case a year. 

Infectious Hepatitis. In view of the debilitating 
features of the disease, long convalescence and 
lost time from work, infectious hepatitis still re- 
mains one of the major problems. As far as can be 
determined and from available information it 
appears that in some countries the incidence is 
lower than in the United States. However, it is 
also quite evident that some Americans or Euro- 
peans going into certain countries in the Middle 
East are either nonimmune to the local virus or 
get an overwhelming dose of the virus and con- 
tract the disease. At least a higher percentage of 
the Americans or Europeans going into the Mid- 
dle East contract the disease than the local popu- 
lation who apparently, to a great extent, have 
become immune. All crew members and other 
employees and their dependents transiting or 
being assigned to the tropics are given “health 
counseling” relative to precautionary health 
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measures to be taken and are furnished printed 
material on the subject. This is one means of 
keeping down the incidence of certain diseases, 
including infectious or viral hepatitis. 


HYGIENE AND SANITATION 


Important aspects of the precautionary health 
measures for passenger and crew member alike 
are those steps taken to insure that the hygiene 
and sanitation aboard the aircraft are well above 
acceptable standards. Among the items which 
come in this category are: the potability of water; 
wholesomeness and purity of food consumed and 
the cleanliness with which it is handled; sanitary 
procedures in the servicing of toilet facilities; 
carrying of live animals in cargo aircraft; trans- 
portation of etiologic agents, and ventilation and 
temperature control. 

Frozen meals and other food items are pre- 
pared and handled in a hygienically and well- 
supervised manner (Figure 3). To accomplish 
this, periodic inspections are made by the medical 
department and commissary supervisory person- 
nel of frozen meal kitchens, commissaries and 
food storage facilities wherever they are main- 
tained. Additional procedures taken to insure 
that the food served on the airplane is nutritious 
and free from contamination include attention 
to: the personal hygiene of food handlers; tem- 
perature of the refrigeration and cold storage 
lockers; the choice of cooking utensils, and sani- 
tary handling of food products (Figure 4). 


Aeromedical Aspects 


In view of the broadness of the subject and the 
diversity of problems and responsibilities, this 
portion of my article will be devoted only to the 
experiences in jet operations. 

Regular transatlantic service with the Boeing 
707/121 was started by Pan American World 
Airways on October 26, 1958, and by the end of 
February, 1960, this service had made 2,662 trans- 


G P October 1960 


TABLE 1. 


Incidence of Amebiasis 





Year Strength* Number of Cases Days Lost 





1954 1,211 7 277 
1955 1,407 5 173 
1956 1,845 5 65 
1957 1,932 1 19 
1958 1,978 1 14 





*Strength of New York based aircrew members. 


FIGURE 3. To insure sanitary handling and preparation of 
food, frozen meal kitchens are maintained. 


FIGURE 4. Food trays are prepared for boarding the aircraft 
by being placed in insulated food containers and being kept 
at the proper temperature with dry ice to prevent spoilage. 
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atlantic crossings carrying 262,350 passengers. 
This aircraft, with the present configuration, 
carries 111 passengers, 40 in the first class section 
and 71 in the economy section. Its speed is 575 
miles per hour and it is scheduled to fly from 
New York to London in six and one-half hours, 
and to Paris in seven hours. With favorable 
winds it has flown from New York to London in 
five hours and 40 minutes and to Paris in slightly 
more than six hours. Due to a relatively high 
pressure differential at an ambient altitude of 
40,000 ft., the cabin altitude is 7,500 ft., and at 
22,500 ft. ambient altitude the cabin altitude is 
equivalent to sea level. Most passengers who 
have flown in this airplane are very enthusiastic 
about the comfort, speed and performance. 
Noise and vibration, particularly in the forward 
part of the cabin, are very noticeable by their 
absence. 


LOSS OF PRESSURIZATION 


In aviation medicine circles one of the main 
objects of concern relative to jet operation has 
been the possibility of a loss of pressurization. 
The airframe manufacturers have expended large 
amounts of effort, study and research funds to 
circumvent this possibility in the finished prod- 
uct. 

Boeing engineers have stated that the struc- 
tural design of the 707 is based on achieving 
five goals: a high level of safety, a high rate of 
utilization with ease of maintenance and inspec- 
tion, a long life, minimal structural weight and 
reliability superior to past and present airline 
experience. 

To minimize the possibility of a decompres- 
sion, the following procedures have been taken 
into consideration: tear-resistant structure capa- 
ble of limiting the effect of local damage; 
safety of the windows, with two outer windows, 
either of which can withstand the pressure differ- 
ential of the cabin; doors, windows and escape 
hatches of the “plug type,”’ and a relatively high 
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safety factor to insure that the skin will stand a 
much greater pressure differential level than the 
8.6 lb. per square inch. 


INDOCTRINATION OF AIRCREW 


In preparation for jet operations, indoctrina- 
tion of the operational members of aircrew was 
started in June, 1958, and indoctrination of flight 
service personnel in August, 1958. Among the 
many subjects given are those pertaining to the 
oxygen and oxygen equipment and the medical 
aspects of high altitude flight. With reference to 
oxygen and oxygen equipment, indoctrination 
consists of description of and study of the entire 
oxygen system for the crew and passengers. In 


brief, the crew oxygen system is a diluter de-— 


mand type supplied from a high-pressure, gaseous 
oxygen source. Oxygen is supplied to diluter de- 
mand regulators at each operating crew location 
and is controlled first through a pressure regu- 
lator. In case the cabin altitude rises above 
10,000 ft., an aneroid-operated horn sounds off 
an audible warning signal. 

Oxygen Supply. The passenger oxygen is sup- 
plied separately from the crew oxygen and is of 
the continuous-flow type. The distribution sys- 
tem is such that oxygen is supplied to each pas- 
senger seat location, attendant’s station and 
lavatories. It is activated automatically when 
the cabin altitude exceeds 14,000 ft. and can be 
activated manually from the flight deck, a con- 
tinuous flow of oxygen flowing into the mask 
when the mask assembly is pulled down by the 
passenger. 

First-aid oxygen is also available, with walk- 
around bottles placed in strategic positions on 
the airplane. The amount of oxygen carried for 
the crews and passengers meets the present Civil 
Air Regulations requirements. 

The passenger oxygen mask assembly is de- 
signed for use in high altitude commercial air- 
craft. It is an oronasal continuous-flow type 
comprised of a facepiece with check valves, liter 
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reservoir bag and length of flexible tubing for 
connection to the oxygen supply (Figure 5). 

In its Boeing 707/120 series commercial jet 
aircraft, PAA uses a hard shell oronasal pressure 
breathing mask developed and manufactured by 
Sierra Engineering. This mask, used by all oper- 
ating crew members, can be fitted with an in- 
ternal microphone or not, as desired. It is sus- 
pended in the “stand-by” position by a strap 
fastened around the crew member’s neck. It is 
given a quick-donning capability by a second 
elastic ““Y’’ strap. This “Y”’ strap secures the 
mask to the crew member’s face when the strap 
is swept upward and backward in one motion 
over the individual’s head to the “‘use’’ position. 


MEDICAL ASPECTS 


The medical aspects of high altitude flight in- 
doctrination are given by a member of the medi- 
cal staff, are preceded by appropriate home read- 
ing and also include a training film. Following 
are the topics discussed in the presentation which 
is given to groups varying from five to 25 once 
or twice a week depending upon requirements: 
physics of the atmosphere; mechanics of respira- 
tion; blood transport of respiratory gases; hy- 
poxia, decompression; dysbarism; visual per- 
ception as related to high altitude flight; high 
intensity noise; cabin contamination; toxicity of 
fuels; health maintenance, and some misconcep- 
tions of hazards in high altitude flight. The pres- 
entation of these subjects is given informally 
with the use of slides, and discussions are en- 
couraged. 

Effects of Hypoxia, Decompression. Among the 
things emphasized are the effects of hypoxia, and 
decompression. The various types of hypoxia are 
briefly outlined. Then, the symptoms of hypoxia, 
the time of useful consciousness.at altitude with- 
Out oxygen, and the need for oxygen under 
certain conditions are particularly stressed. It 
is pointed out that decompressions have oc- 
curred in the past and are a possibility in the 
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FIGURE 5. The use of the passenger oxygen mask, installed 
in the service pod over each seat, is demonstrated. 





FIGURE 6. If a patient must travel moderate to great distances, 
it is believed that transportation by air is the method of choice, 
as evidenced by this patient who was stricken with polio 
8,000 miles from her home. 
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future although it is unlikely. However, it is 
stressed that all aircrew members should become 
familiar with the characteristics and physiologic 
effects of pressure loss. There has been consider- 
able controversy in airline circles as to the neces- 
sity of demonstrating the effects of hypoxia and 
decompression to the pilot in the low pressure 
chamber. This would be desirable, if practical. 
However, many contend that this can be well 
explained by reading, study, didactic lectures and 
training films. We have found that the effects of 
decompression with its resulting hypoxia can be 
satisfactorily taught by these methods. 


MISCONCEPTIONS 


There have been some misconceptions about 
some of the hazards associated with high altitude 
flight. Under this category are included the 
effects of ozone, ultraviolet and meteorites. 
Ozone presents no problem for the passengers or 
crew at the altitude flown, which is up to 40,000 
ft. It is conceivable that it might be a problem if 
one were flying from 80,000 to 100,000 ft. alti- 
tude. Also, there is no hazard from ultraviolet 
at the altitudes flown in view of the excellent 
filtering action of the plastics and glass used in 
the windows. Meteorites also constitute no 
threat since they do not warrant consideration 
below 400,000 ft. To this group should be added 
the effects of cosmic radiation. It is generally 
_conceded by most experts that at the relatively 

low altitude at which jets will operate (up to 
40,000 ft.) there will be no danger from cosmic 
radiation, cosmic radiation intensity at 40,000 ft. 
being approximately the same as at sea level. 

Hearing Conservation Program. As previously 
mentioned, there is very little noise in the 707 in 
flight. However, because of the high-intensity 
noise level of the jet engine, it is essential that a 
hearing conservation program be instituted for 
the ground worker. Such a program requires first 
a sound survey of the work area. In this survey 
it is necessary to include the intensity of the 
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noise level together with the frequency in cycles 
per second. With reference to the 707, this has 
already been done by Boeing. Second, pure tone 
audiometry testing for all exposed personnel is 
mandatory. Since there is always a likelihood of 
the transfer of an employee from one job to 
another, preplacement audiometric readings 
should be taken. In exposed individuals, two base 
line audios, three months apart, should be ac- 
complished. These readings, then, should be 
taken at periodic intervals. Third, there is the 
control of the noise at the source by (1) reduction 
of noise by suppressors, and (2) by use of baffles. 
Fourth, protective measures should be inaugu- 
rated for the worker. These include the use of ear 
defenders (ear plugs) and ear muffs. A combina- 
tion of ear plugs and ear muffs will decrease the 
noise 10 to 20 decibels in frequencies of 1,000 
cycles per second or below, and 30 to 45 decibels 
in frequencies above 1,000 cycles per second. 


PHYSICAL AND MENTAL FITNESS 


Since the turbojet is a very demanding type of 
aircraft, it is more essential than ever before that 
the pilot fully meets the acceptable standards of 
physical and mental fitness. In view of the speed 
there is no place for the slow thinker and slow 
reactor. His coordination, reaction time and 
manual dexterity must be normal. He must be 
alert, attentive and must think ahead. Because 
of these facts, maintenance of health of the oper- 
ational crew is important. This also is stressed 
during the indoctrination period. Crews are in- 
formed of the importance of the periodic physical 
examination, with its aim of detecting minor 
physical defects so that they can be corrected in 
their incipiency; the importance of keeping one’s 
self in a good state of physical and mental fitness, 
and of moderation in living with regard to ade- 
quate sleep, nutritious diet and the use of tobacco 
and alcoholic beverages. 

Another point brought to mind owing to the 
increased speed of the turbojet aircraft is the 
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disrupting of the normal day-night cycle of the 
passenger or aircrew member. This has been a 
problem with some travelers and crew in the 
past, but it has been our observation that at 
least in the operational crew it is less of a prob- 
lem than in the piston-engined aircraft. The fact 
that there is less disturbance of the normal 
physiologic diurnal rhythm no doubt is due to 
several factors such as greater comfort, less 
noise and vibration, better pressurization and 
shorter duration of flight in the turbojet. One 
reaches his destination less fatigued than in the 
piston-engined aircraft and more readily adjusts 
himself to changes in time. 


TRANSPORTATION OF PATIENTS 


Since the inauguration of jet operations, many 
inquiries have been received relative to trans- 
portation of patients. It is not generally known 
outside of technical and airline personnel that 
the pressurization in the turbojet airplane is 
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better than in the current more advanced piston- 
engined aircraft. This, and other factors previ- 
ously mentioned, make the trip for the passenger- 
patient much less fatiguing than in the propeller- 
driven aircraft. It is believed that air transporta- 
tion of the patient is the method of choice in most 
instances if he must travel moderate to great dis- 
tances (Figure 6). In regularly scheduled flights, 
however, there must be no risk to the health and 
security of fellow passengers because of a con- 
tagious or mental disease. Also in view of certain 
configurations it sometimes is impossible to ac- 
commodate litter cases. 


Dr. Schreuder’s article was presented as a scientific paper 
at the annual meeting of the Aeromedical Association in Los 
Angeles, April 27-30, 1959. 


Photographs courtesy of Pan American World Airways. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 


OTIS B. SCHREUDER, M.D. is medical director of the Overseas Division 
of Pan American World Airways, Inc. He is also assistant professor of medi- 
cine at Ohio State University Medical School. Dr. Schreuder served in the 
U.S. Army and U.S. Air Force from 1917 to 1919 and from 1925 to 1953; he 
was Command Surgeon of the U.S. Air Forces in Europe from 1945 to 1948 
and Command Surgeon Air Matériel Command, U.S. Air Force, for the next 
five years. He retired in 1953 as a brigadier general. Certified by the Ameri- 
can Board of Preventive Medicine in preventive medicine and aviation 
medicine, he has written numerous articles in these fields. 
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ACCORDING to present day actuarial statistics, ap- 
proximately 30 million individuals in the United 
States are overweight. The major cause of obesity 
cited is overeating. A very small percentage of 
these obese people will develop an interesting 
surgical entity called panniculus adiposus ab- 
dominis. In this condition, the abdominal fat pad 
forms a pendulous apron of skin and adipose 
tissue that may reach to the level of the knees or 
lower in extreme instances. The exact etiology 
of the development of panniculus adiposus abdo- 
minis is not known. Multiparity in stocky 
women has been cited as a cause by Bickham. 
However, the condition also is known to occur 
in nulliparous women (Case 1). 

The primary indication for surgery is the 
severe restriction of physical activity due to the 
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The Surgical Treatment 
of Panniculus Adiposus Abdominis 


HOWARD C. BARON, m_p. 
Associate Editor for Surgery, GP 


The presence of a pendulous apron of skin 

and fat,‘‘panniculus adiposus abdominis,’’ results 
in severe physical and emotional derangements 
in the patient. An umbilical hernia is usually 
associated with this condition and may account 
for some of the gastrointestinal symptoms. 
Abdominal lipectomy in conjunction with 
umbilical herniorrhaphy facilitates the repair 
and removes a potential cause of recurrence. 


dependent fatty abdominal apron. Other indica- 
tions are ulceration of portions of the apron or 
severe intertriginous infection. Cosmetic indica- 
tion is secondary and can be evaluated best on 
an individual basis. 

The presence of an umbilical hernia constitutes 
a major indication for resection of the panniculus 
in order to gain access to the neck of the hernia. 
An umbilical hernia with an incarcerated omen- 
tum often will account for the occurrence of fre- 
quent gastrointestinal upsets. This symptom 
which simulates a sensation of pulling or tugging 
on the stomach is referred to as “umbilical dys- 
pepsia” and is produced by a shortening of the 
omentum incarcerated within the hernia sac. 

In 1910, Kelly was the first to mention the high 
incidence of umbilical hernia in this disease. He 
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reported a total of eight cases, three of which had 
concomitant umbilical hernia. 

Jackson and Steeper reported the results of 
abdominal lipectomy in a 45-year-old white 
male, who reached a maximum weight of 700 Ib. 
At the time of surgery he weighed 450 Ib. and his 
panniculus weighed 53 lb. after blood and serum 
were drained from the specimen. They devised 
an ingenious method to facilitate manipulation 
of the panniculus at the time of operation, sus- 
pending it from an overhead frame, thereby 
obtaining access to the entire base. Moore and 
Harkins, using this technique, reported the sur- 
gical removal of a large abdominal panniculus in 
two cases, each with a large umbilical hernia. 

Our experience with this interesting surgical 
condition is contained in the following two addi- 
tional case studies: 


Case Reports 


CASE 1. H.G., a 40-year-old white, nulliparous 
female was admitted to the medical service for 
treatment of hypertensive heart disease and ex- 
treme obesity. Her history of obesity dated back 
to high school, at which time she weighed 140 Ib. 
Shortly after the death of her mother, she began 
to gain weight and had a blood pressure of “200.” 
A few months later, she noticed swelling of the 
ankles which was treated successfully with digi- 
talis and mercurical diuretics. Her weight re- 
mained steady at about 200 lb. until four years 
prior to admission when she weighed 400 Ib. and 
had a blood pressure of 250/140. From this time 
to her admission date, her weight varied between 
400 and 450 Ib. She was almost bedridden due to 
her chronic cardiac disease, extreme obesity and 
the presence of a large unmanageable abdominal 
panniculus. On examination her weight was re- 
corded as 425 lb., and a large pendulous ab- 
dominal panniculus was apparent (Figure 1). She 
was approximately 5 ft., 2 in. tall. The heart was 
enlarged to the left with a normal sinus rhythm. 
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The blood pressure was 230/130 and a 4+ pit- 
ting edema to the thighs was present. She was 
placed on an 800 calorie diet, and redigitalized. 
She lost 140 Ib. in eight months and was advised 
to submit to an abdominal lipectomy. 

Using cyclopropane anesthesia, the apron was 
excised with a transversely oriented elliptical in- 
cision carried down to the external oblique muscle 
and anterior rectus sheath. Meticulous hemo- 
stasis was observed during the operative pro- 
cedure. A large umbilical hernia was present, and 
was repaired by horizontal imbrication of the 
fascia with nonabsorbable sutures. The skin and 
subcutaneous tissue was approximated with 
monofilament wire. A Penrose drain was inserted 
at each corner of the wound. The closed incision 
measured 28 in. in length. After the blood and 
serum were drained, the specimen weighed ap- 
proximately 18 lb. The postoperative course was 
uncomplicated and complete healing was achieved 
in four weeks (Figure 2). The patient then was 
transferred to the medical service for manage- 
ment of her cardiac disease. 

CASE 2. M.R., a 38-year-old white, married 
multiparous female was admitted with a moder- 
ately large abdominal panniculus. Her history of 
obesity dates to nine years prior to admission 
when her weight was stable at 140 lb. Two years 
before admission her weight increased rapidly 
to 275 lb. A school physician made a diagnosis of 
rheumatic heart disease when she was 14 years 
old. Following this the patient had episodes of 
polyarthritis, chest pain, dyspnea and cyanosis. 
Since that time, she had been treated intermit- 
tently with digitalis for dyspnea, a symptom 
which she felt could be correlated with her 
obesity. 

For the nine years before admission her blood 
pressure was in the range of approximately 
180/120. An episode of congestive failure and 
pneumonia occurred two years before admission, 
and one year previously she had an attack of 
cardiac asthma. 
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Physical examination revealed extreme obesity 
with a weight of 260 Ib. and a height of 5 ft., 2 
in. Intertrigo of the many overlapping layers of 
adipose rolls and an umbilical hernia were pres- 
ent. The heart was enlarged to the left with a 
normal sinus rhythm and her blood pressure was 
180/110. In addition, the patient had a 1+ 
ankle edema. She was placed on a strict 1,000 
calorie diet and lost 54 lb. over a six-month 
period. Her blood pressure dropped from its ad- 
mission level of 180/110 to 140/80. Following this 
improvement on a medical regimen she underwent 
elective resection of the abdominal panniculus. 
The details of the surgical procedure, including 
the repair of the umbilical hernia, are essentially 
the same as in Case 1. The closed incision meas- 
ured 22 in. in length. The specimen weighed 14 
lb. after blood and serum were drained. 

The postoperative course was uncomplicated 
and complete wound healing was achieved in 
three weeks. Then, the patient was discharged 
from the hospital. 


Discussion 

The presence of an umbilical hernia in associa- 
tion with a large panniculus has been a constant 
finding in our cases and others. Whether there is 
an etiologic relationship between the two condi- 
tions is conjectural. However, the weight of the 
huge fatty apron does cause a downward displace- 
ment of the umbilicus. In this position the um- 
bilical area is more vulnerable and receives a 
greater and more continuous thrust from the 
intra-abdominal contents. 

As the umbilical area is subjected to a con- 
stantly increasing strain, any latent defect present 
may give rise to a frank herniation. Abdominal 
lipectomy performed in conjunction with um- 
bilical herniorrhaphy, gives better surgical ex- 
posure, facilitates repair and removes a potential 
cause of recurrence, specifically in the weighty 
abdominal apron. 
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FIGURE 1. (Case 1) Preoperative photographs showing the 
large panniculus and umbilical hernia: anterior view and 
lateral view. 
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FIGURE 2. (Case 1) Postoperative photographs taken eight 
weeks after abdominal lipectomy. The operative incision 
measures 28 in. in length: anterior view and lateral view. 
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Wound healing is naturally slow in these cases 
due to the excessive amount of fatty tissue pres- 
ent. Meticulous hemostasis is extremely im- 
portant to prevent postoperative wound infection. 

These patients often have histories of antece- 
dent congestive heart failure, and the mild 
phlebotomylike effect which lipectomy accom- 
plishes has proved to be beneficial. In addition, 
the removal of the redundant tissue decreases the 
work load of the patient’s heart by reducing total 
body weight and obviates the necessity for sup- 
plying this area with blood. 

The results of indicated surgery for the treat- 
ment of panniculus adiposus abdominis and the 
accompanying relief of intertrigo and abolition 
of the hippopotomal appearance are most gratify- 
ing to the patient and the surgeon. 





Prednisolone versus Aspirin 


A TWO-YEAR study of the effect of prednisolone 
compared with the effect of aspirin or other 
analgesics in the treatment of rheumatoid ar- 
thritis is reported by the joint committee of the 
Medical Research Council and Nuffield Founda- 
tion of Great Britain. The committee believes 
that the administration of prednisolone, over a 
two-year period, to certain patients with rheuma- 
toid arthritis will, on the average, improve their 
functional capacity and general well-being and 
reduce the incidence of erosive joint damage to a 
degree greater than that from analgesics alone. 
Some patients on prednisolone show a rise in 
sheep-cell agglutination titer, however. The fu- 
ture significance of this for the patient is un- 
known. Due to the undesirable side effects of 
larger doses, the committee strongly recommends 
that the maintenance dose of prednisolone be 
no more than 10 mg. a day. (Ann. Rheum. Dis., 
18:1738, 1959.) 





Each year members of a different well-known medical faculty 
prepare articles for this regular GP department. 
This is the fourth of twelve from the University of Oregon. 
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Practical Therapeutics 


Present Status of Anticoagulant Therapy 


ARTHUR J. SEAMAN, M.D. 


Department of Medicine 
University of Oregon Medical School 
Portland, Oregon 


DELIBERATE PRODUCTION of one disease state as 
a treatment for another is not only possible 
today, it has become a hallmark of our era. It 
remains justifiable only when (1) over-all mor- 
bidity and mortality are reduced and (2) no more 
satisfactory therapy exists. At this moment in 
hundreds of hospitals or clinics, this axiom is 
finding such varied expressions as the selective 
stunning of salt reabsorption by the renal tubules 


_to relieve cardiac edema, the acceptance of mar- 
‘tow hypoplasia (transitory, it is hoped) as an 


unavoidable risk and by-product of the treatment 
of lymphoma with a variety of agents. Iatrogenic 
Cushing’s syndrome, necessarily tolerated in the 
corticoid suppression of systemic lupus erythema- 
tosus, is being perpetrated with equal, greater or 
lesser justification to hold in abeyance a host of 
other pathologic phenomena. The surgeons, too, 
daily alter the face, figure and function of man- 
kind, extirpating body parts to salvage human 
remnants. In their battle of attrition with cancer, 
they create hypophysectomized or adrenalecto- 
mized men and women. Already your own 
thoughts have darted to multiplication of these 
examples. 

I start on this note of “What hath man 
wrought?” to emphasize that the principle of 
anticoagulation, short-term or long-term, is a 
mighty tampering with basic physiologic mecha- 
nisms. Its feasibility is beyond question, but we 
Must justify its use with proof that it fulfills the 
two postulates expressed above. We must demon- 
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strate that this induced state of hypocoagula- 
bility of the blood does indeed substitute for the 
patient’s present risk a lesser set of hazards 
uniquely reducing sequelae of his diseased 
vasculature with its present or potential throm- 
botic and embolic manifestations. The length of 
such treatment will depend upon the duration of 
the jeopardy being faced. In an initial episode of 
thrombophlebitis, especially when some factor 
inducing venostasis may be transient, it may be 
continued only during the acute illness. In recur- 
rent thrombophlebitis, on the other hand, and 
especially with evidence of present or previous 
pulmonary embolism, long-term anticoagulant 
therapy may be indicated as a continuing prophy- 
laxis against reoccurrence of thrombosis and 
embolism. Naturally, such a program demands a 
skilled and responsible therapist who in turn 
depends upon a reliable laboratory assay of the 
degree of induced hypocoagulability. 

Before undertaking any program of therapy, 
one should be certain that the risks of the disease 
exceed those of the treatment. When such treat- 
ment is for the balance of the patient’s life, this 
dogma becomes a medical commandment. 


Agents Available for Anticoagulation 
HEPARIN 


The wide-spectrum anticoagulant, heparin, is 
the agent of choice when immediate effect is 
imperative. Its action interferes with the activi- 
ties of a number of coagulation proteins. Heparin, 
according to Winterstein, is a chain representing, 
alternately, the substituted rings of glucuronic 
acid and glucosamine. For each four hydrocarbon 
rings there are five sulfuric acid radicals, some 
hooked to an amine linkage. These are all in the 
form of sodium salts. However, it is to these acid 
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radicals that the high electric charge and thereby 
the high reactivity of heparin is attributable. 

Heparins are of animal origin and their activi- 
ties are proportional to the length of their molecu- 
lar chains. On degradation, the chain is progres- 
sively shortened until the compound uroheparin 
is reached and excreted in the urine. 

Intravenous Injection. Injected intravenously in 
sufficient quantities, heparin acts immediately 
as an anticoagulating agent. It is inactivated by 
platelet Factor IV, a water soluble compound 
Deutsch has recently purified and proved unre- 
lated to the platelet (lipoid) Fraction III. Dura- 
tion of heparin activity is greatly exaggerated, 
therefore, in thrombocytopenic patients. Intra- 
venous heparin reaches peak activity in minutes 
and declines in a few hours to insignificant levels. 
To sustain heparin effect, repeated intravenous 
injections are necessary or high potency material 
may be administered (without rubbing the injec- 
tion sites) into subcutaneous tissues with rela- 
tively meager vascular supplies, such as overlie 
the iliac crest. So administered, 150 mg. may give 
an effect for eight to 12 hours. Commonly, 50 to 
100 mg. is given intravenously and 150 to 200 mg. 
subcutaneously at the same time to initiate 
therapy. One would hesitate with a patient in 
shock to rely upon the absorption from the 
subcutaneous tissues alone. 

Although the Lee and White coagulation time 
is most frequently used as a guide to heparin 
effect and dosage requirements, this test system 
is far from ideal. Recently, the thrombin time has 
been proposed as a more satisfactory test system 
for quantitating the effects of heparin. Although 
heparin has advantages, it possesses disadvant- 
ages, too. These disadvantages will be discussed 
later. 


INDIRECT ANTICOAGULANTS 


The indirect anticoagulants mixed in solution 
with a sample of blood show no anticoagulant 
effect. Their activity is that of an antivitamin K 
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and acts in the following manner. Vitamin K, is 
an essential nutrient for the manufacture, by 
functionally active liver tissue, of certain coagu- 
lation proteins: proconvertin (Factor VII), pro- 
thrombin (Factor II), Stuart-Prower Factor 
(Factor X) and plasma thromboplastin com- 
ponent (Factor IX). The indirect anticoagulants 
possess a ring structure resembling that of vita- 
min K but this ring is doubled by means of a 
linking methene bridge, so that like a basketball 
glued to a second basketball by a connecting 
span, these compounds “hang up in the hoop” 
and prevent further playing out of the game. 
They can be bombarded out of this strategic 
location by a sort of law of mass action with 
vitamin K, in sufficient dosage orally or parenter- 
ally, the molecules of which we might represent 
as single basketballs being thrown from below the 
hoop to clear this blockade. 

The normal small amounts of dietary vitamin 
K, or gastroenteric bacterial manufactured vita- 
min Ky essential for phosphorylation processes 
vital to the synthesis of liver-formed coagulation 
proteins, however, are hindered in their normal 
participation by the blockading presence of 
indirect anticoagulant molecules. Since the coag- 
ulation proteins are in a continuous dynamic 
equilibrium and have life spans ranging from a 
few hours for proconvertin and prothrombin to 
somewhat longer for Stuart-Prower Factor and a 
maximum of 14 days for plasma thromboplastin 
component, the usual rate of utilization and 
degradation continues. The molecules wearing 
out are no-longer replaced at the same rate by 
newly synthesized molecules and the activities of 
blood coagulation proteins decrease. 

Rate of Synthesis. By feeding indirect antico- 
agulants at the proper time and in the appropri- 
ately individualized amounts, the rate of synthesis 
(and thereby the blood coagulation factor activi- 
ties) can be kept in a therapeutically desirable 
range of 10 to 30 per cent in the P and P test sys- 
tem, 20 to 35 seconds in the Quick thromboplas- 
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tin time and 10 to 20 per cent in the capillary 
Thrombotest system. This effect is the complex 
resultant of (1) the rate of absorption of the an- 
tagonistic compounds, vitamin K and the indi- 
rect anticoagulant, (2) the rate of degradation, 
utilization or excretion of these same compounds, 
(3) the normal life span of coagulation proteins 
and (4) the existing stores of vitamin K and of 
previously absorbed anticoagulant. The onset of 
therapeutic anticoagulant effect, therefore, can 
never be as rapid as with heparin. For the same 
reason, however, the effect may be longer lasting 
and the oral route of administration effective. 


Selection of Anticoagulant Agent 


Heparin is characterized not only by rapidity 
of effect but, as any intern quickly learns, by 
rapidity of need for another intravenous dose. 
Even when a patient has been instructed how to 
sterilize his own syringe and needle and inject his 
own heparin subcutaneously at 12- to 24-hour 
intervals, the oral alternative will still win the 
popularity vote of most recipients. The antidotes 
for heparin, protamine sulfate and hexadimeth- 
rine bromine (Polybrene®), must also be given 
intravenously, the former milligram for milligram 
of heparin; the latter in a dose of 0.7 mg. per 1.0 
mg. of heparin diluted in 100 ml. of isotonic sa- 
line or 5 per cent dextrose in distilled water and 
given at a rate of 80 to 100 drops a minute. 

It is true that vitamin K,, the orally active 
antidote for inandione and coumarin derivatives, 
occasionally may be administered parenterally, 
producing a more rapid effect. However, small 
oral doses (2.5 to 5 mg.) may be used to correct 
laboratory evidence of overtreatment prior to 
bleeding. 

Heparin, as a continuing medication, is more 
expensive than other anticoagulants and this is 
important to many patients. The importance of 
this item becomes magnified when therapy is 
continued for the rest of a patient’s life. 
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TABLE 1. 








Drug Dose/Day Cost/Day 
Dicumarol® 100 mg. $ .11 
Phenindione 90 mg. 11 
Warfarin sodium 10 mg. ll 
Heparin 250 mg. 85 





In my community, Table 1 represents the 
approximate retail drug cost for mean daily 
dosage of four anticoagulant medications. 


Patient Selection 


Deferring for a minute the consideration of 
benefits accruing from this therapy to patients 
with thromboembolic disease, let us first exclude 
patients for whom such treatment might be 
unusually hazardous. 


HEPATIC INSUFFICIENCY 


Vitamin K,, the antidote to the indirect anti- 
coagulants, requires as a sine qua non for its 
effect, functionally active hepatic tissue. We 
certainly want to avoid administering indirect 
anticoagulants to individuals with hepatic insuf- 
ficiency. At a minimum we would like to know 
that no suspicion is cast by history and physical 
examination of hepatic cirrhosis or chronic hepa- 
titis and that by laboratory examination, the 
“prothrombin” time or P and P activity is normal 
prior to initiation of therapy. A bromsulphalein 
excretion test also is worth performing if long- 
term anticoagulant therapy is contemplated. 


RENAL INSUFFICIENCY 


The end products of both heparin and indirect 
anticoagulant drugs are excreted in the urine. 
Therefore, we wish to avoid these treatments for 
the patient with renal insufficiency. Laboratory 
studies indicated include routine urinalysis and 
blood urea nitrogen examination. 


ULCERATIVE GASTROINTESTINAL DISEASE 


Chronic ulcerative disease of the gastrointes- 
tinal tract is frequently cyclic, slumbering or re- 
current. A careful history may identify many 
people with these difficulties. Three stools should 
be examined by appropriate chemical tests to 
identify even the asymptomatic occult bleeder. 
X-ray examination after barium meal and/or 
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enema may become logical in the light of the 
findings of the history, physical examination or 
laboratory studies. 


HEMORRHAGIC DIATHESIS 


The history of hemorrhagic diathesis is one 
that should be apprehended. This is equally true 
whether it be acquired (thrombocytopenia, idio- 
pathic or secondary to other disease, hypopro- 
thrombinemia as in malabsorption states or liver 
disease, circulating antithromboplastin as in sys- 
temic lupus erythematosus, etc.) or a genetic 
coagulation defect (hemophilia and hemophilioid 
diseases, fibrinogenopenia, hereditary hemorrhagic 
telangectasia, pseudohemophilia, etc.). Between 
the parentheses that follow in this paragraph are 
listed the activities tested by the laboratory study 
named. Screening tests should include clot retrac- 
tion (platelet function, fibrinolysis and a crude 
estimate of fibrinogen), bleeding time (platelet 
deficiencies, pseudohemophilia), thromboplastin 
time (prothrombin, proconvertin, Stuart Factor, 
proaccelerin, fibrinogen, antithrombin, antithrom- 
boplastin), a partial thromboplastin time (anti- 
hemophilic globulin, plasma thromboplastin com- 
ponent, plasma thromboplastin antecedent, Stu- 
art Factor, circulating antithromboplastinogen). 
If the clot looks ragged or small in the clot re- 
traction, a quantitative fibrinogen determination 
should be carried out. Also, more obvious bleed- 
ing threats should be looked for, such as, uterine 
fibroids, hemorrhoids, scurvy, etc. 


PERSONALITY CONSIDERATIONS 


Psychopathic personalities should not be se- 
lected for long-term anticoagulant therapy where 
maximal need for intelligent patient cooperation 
exists. Illiterate individuals may have to be ex- 
cluded since the written directions are essential 
to facilitate such cooperation. The alcoholic, the 
mentally defective, the uncooperative and de- 
pressed patient should all be excluded for self- 
apparent reasons. 
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SEVERE HYPERTENSION 


Some clinicians also exclude those patients 
with severe hypertension though proof of the 
desirability of doing so has not yet been con- 
clusive. 


PREGNANCY 


Caution in the use of indirect anticoagulants 
during pregnancy may be indicated by the “nor- 
mal’’ poor synthesis of coagulation factors by the 
liver tissue of newborn infants during the first 
few weeks of life. 


Risks of Anticoagulant Therapy 


Having excluded this segment of our popula- 
tion, what right have we to believe that anti- 
coagulant therapy risks are less for the remaining 
patients than the potential hazards of the exist- 
ing disease. Perhaps the risks of anticoagulant 
therapy should be defined. 

Although anaphylactic reactions have been 
reported with heparin, they are rare. 

Phenylindanedione has been reported to pro- 
duce agranulocytosis in two individuals though 
Owren has seen none in more than 1,000 patient 
years of therapy with this drug. His experience 
has been that of a number of other workers so 
that this idiosyncracy must, indeed, be most 
uncommon. 

Waterhouse-Friderichsen syndrome due to 
bilateral adrenal hemorrhage has. resulted from 
the administration of bishydroxycoumarin (Di- 
cumarol®) or heparin but the total of such re- 
ported cases is four. 

Hematomas at the site of deep intramuscular 
injections in severely anticoagulated patients 
have resulted in nomalike gangrenous break- 
down of the overlying skin. 

The most feared complication of anticoagulant 
therapy is hemorrhage. While this does occur in 
minor manifestations (microscopic hematuria, 


Volume X XII, Number 4 G P 








Bar Cant B and DB Acéiatéu 


a co Ww 


ao © @® 


co 


Ss onewc¢creogaea4&qgenyatoxewtoo 




















Acute Myocardial Infarction 














Per Cent P and P Activity 


























10 





Days WW #12 


FIGURE 1. Note the dose and response relationship. Omitting 
or reducing doses caused rises in P and P per cent, increasing 
dosage or frequency led to a fall. Note also the gradual rise in 


ecchymosis, epistaxis) in as high as 15 per cent 
of the patients, Nichol has reported in long-term 
anticoagulant therapy for coronary artery disease 
that such bleeding has contributed to death in 
only 0.5 per cent of patients treated. Waaler 
observed 2.2 bleeding episodes per 100 patient 
years in angina pectoris patients receiving anti- 
coagulants in which hemorrhage was of such a 
degree that treatment measures were required. 
Owren has emphasized that in some instances 
where severe bleeding occurred, the hemorrhage 
was from previously unsuspected local lesions. In 
one of our patients the occurrence of melena led 
to the recognition of a previously asymptomatic 
gastric preantral ulcer. Hemorrhage occurred at 
a time when none of the test systems indicated 
overtreatment levels. Stern and Dreskin have 
reported a number of similar instances. 

In acute myocardial infarction, a greater haz- 
ard of myocardial rupture in anticoagulated pa- 
tients has been reported by Capeci and Levy on 
the basis of their review in retrospect from the 
autopsy table. The authors concede the bias 
introduced from this point of view. Deutsch 
undertook his investigation of such weakness of 
the myocardial musculature because fibroblastic 
proliferation had been reported to be decreased 
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requirement which was probably a reflection of increased liver 
perfusion, and decreased hepatic congestion as myocardial 
infarction stabilized and heart failure improved. 


in tissue cultures when anticoagulant drugs were 
added tothe media. He examined the myocardiums 
of dogs anticoagulant-drug-treated and non- 
treated controls sacrificed at varying periods of 
time following experimental coronary thrombosis 
and noted a delay in fibrous tissue organization 
of the hemorrhagic infarcted area in dogs re- 
ceiving anticoagulants. 


Results of Anticoagulant Therapy 
ACUTE MYOCARDIAL INFARCTIONS 


It is of interest that, notwithstanding this fact, 
the same author found in a controlled study of 
human acute myocardial infarctions that the 
death rate was appreciably reduced in anticoagu- 
lant treated patients, an improvement largely 
attributable to reduced numbers and severity of 
thromboembolic complications. Death rate of the 
control patients was almost twice that of anti- 
coagulated patients. These results have been 
consistent with those of most controlled studies 
of anticoagulant therapy in acute myocardial 
infarction. 

Similar decrease in recurrent embolism and in 
fatal embolism has been reported in rheumatic 
heart disease patients with chronic auricular 
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fibrillation receiving long-term anticoagulant 
therapy (with or without previous pulmonary 
or systemic emboli). 


HUMAN ARTERIAL THROMBOTIC DISEASE 


Another evidence of benefit from anticoagulant 
therapy may or may not have pertinence to hu- 
man arterial thrombotic disease. It is, however, 
a reproducible benefit of anticoagulant therapy 
of induced arterial thrombosis in animals. Kubik 
and Wright have shown in canine femoral artery 
thrombosis and Baeckeland in rabbit mesenteric 
artery thrombosis, that when anticoagulant ther- 
apy was promptly instituted in the treated ani- 
mals and no anticoagulant administered to the 
control animals, there was demonstrable early 
recanilization of the clot and re-establishment of 
the lumen in the thrombosed arteries of those 
animals treated with anticoagulants. In control 
animals, this repair of vascular channels did not 
occur. Whether this is related to Waaler’s re- 
ported decrease of angina pectoris in patients 
on long-term anticoagulant therapy is unknown. 


VENOUS THROMBOSIS 


The most generally accepted indication for 
anticoagulant therapy is venous thrombosis. Here 
these drugs have been utilized not only after the 
thrombotic episode but also as a prophylactic 
maneuver. Postsurgical patients have been shown 
to develop a decreased incidence of thromboem- 
bolic complications if they are receiving anti- 
coagulant therapy. Patients treated for venous 
thrombosis or previous pulmonary embolism had 
an estimated 70 per cent reduction in lethal 
pulmonary embolism and much shorter hospital 
stays than patients with the same diseases not 
receiving anticoagulants. Dick, reporting from 
Germany, found a considerable decrease in throm- 
boembolic complications of postsurgical patients 
receiving prophylactic anticoagulants as con- 
trasted with the untreated patients in a well- 
randomized treatment program. 
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Strom has gone one step further and reasoned 
that the primary hazard of thrombosis occurs 
during the hypotension and immobility during 
surgery and the immediately postsurgical re- 
covery period. He has actually initiated anti- 
coagulant therapy eight days prior to surgery, 
taking these patients to the operating room with 
a P and P activity at 20 per cent but rising. Sur- 
prisingly, blood loss in the anticoagulated and 
control patients has not been greatly different in 
magnitude. In lobectomy, exploratory thora- 
cotomy, resection of tumors of the mediastinum 
and in pulmonary decortication, surgical and 
postoperative blood loss of control patients ex- 
ceeded that of anticoagulated patients. In other 
instances, such as pneumonectomy, lung resection 
or resections of the tumors of the pleura, the 
mean blood loss of the anticoagulated patients 
slightly exceeded that of the control population. 
In all instances, the surgeons were meticulous in 
hemostasis and ligation of vessels. As a result of 
anticoagulation, there was a tremendous reduc- 
tion in thromboembolic complications following 
these surgical procedures. Obviously, additional 
careful studies will be necessary to confirm this 
experience before it becomes a recognized pro- 
cedure. 


POSTMYOCARDIAL INFARCTION 


The overwhelming mass of data comparing 
control and treated patients with acute myocar- 
dial infarction have indicated almost a halving 
of the mortality rate of the treated patients. As 
a result of this experience, various experimenters 
from many different countries have continued the 
anticoagulants indefinitely in patients who are 
postmyocardial infarction in the hope of prevent- 
ing recurrent infarction. The data of these in- 
vestigators indicate a reduction in the mortality 
rate of approximately 50 per cent per year in the 
treated as compared with the control population. 
In almost no instance have over-all unfavorable 
long-term experiences been reported. Experimen- 
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FIGURE 2. Depicting response to dose and the sensitive reflec- 
tion in the P and P test result of alteration of the previous 
day’s medication. 


tal design, however, has been less than ideal since 
in many instances the patients who discontinued 
anticoagulants have served as the controls, or the 
retrospective complications of the disease of pa- 
tients subsequently carried on anticoagulant ther- 
apy were contrasted with their posttreatment 
course. 

In some instances the experience of different 
workers in other countries and earlier times has 
been used as the control for current studies in 
which all patients are anticoagulated unless defi- 
nite contraindications exist. In a few studies, 
alternate patients have received placebo instead 
of anticoagulants and have undergone the same 
laboratory test procedures. In all of these in- 
stances, however, the investigator has known 
both the patient and the medication he was re- 
ceiving so that the research worker’s personality, 
enthusiasm, salesmanship or concern remain un- 
controlled influences in the therapy. 


ANGINA PECTORIS, INTERMITTENT CLAUDICATION 


More recently, patients with angina pectoris 
and intermittent claudication have been similarly 
treated. 
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AURICULAR FIBRILLATION 


Reported data show much the same benefits in 
rheumatic heart disease with chronic auricular 
fibrillation (particularly in individuals who have 
experienced pulmonary or systemic embolism). 
There has been an increase in survival and a 
decrease in recurrence of thromboembolic phe- 
nomena in anticoagulated patients as contrasted 
with the control population. The same criticisms 
of experimental design apply. 


CEREBROVASCULAR DISEASE 


In atherosclerotic and thrombotic cerebrovas- 
cular disease, however, the opinion regarding 
long-term anticoagulant therapy is not so uni- 
form; thus, Vastola and Frugh concluded, as a 
result of four deaths due to hemorrhage into the 
brain (in 55 persons treated) in their noncon- 
trolled study, that anticoagulant therapy of recent 
occlusive cerebrovascular lesions is too hazardous. 
McDevitt, Foley and Wright, on the other hand, 
expressed the opinion that the reduced incidence 
of thromboembolic complications more than com- 
pensates for the risk of hemorrhage during long- 
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term anticoagulant therapy. Only more data of 
randomized controlled double-blindfold treat- 
ment programs will settle securely the importance 
of prophylactic permanent anticoagulant therapy 
in occlusive cerebrovascular disease and coronary 
artery disease. 

Meanwhile, the physician can be guided by 
the experience reported to date which is volumi- 
nous but not ideal in experimental design. 

Certainly he will wish to treat venous throm- 
bosis, acute pulmonary embolism and probably, 
acute myocardial infarction. Possibly, he will 
consider long-term anticoagulant therapy in cor- 
onary artery disease, recurrent venous thrombosis 
and pulmonary embolism, rheumatic heart dis- 
ease with chronic auricular fibrillation with or 
without evidence of embolization. With a little 
less justification, long-term therapy of angina 
pectoris and intermittent claudication might be 
added to this group. This evidence was recently, 
if somewhat facetiously, summarized by a wise 
friend of mine. The hazard of a legal suit because 
of complications of long-term anticoagulant ther- 
apy was the topic under discussion, “‘Oh, I think 
now you're about equally liable to be sued for 
not using anticoagulants,” he said. There the 
matter rests pending more evidence. 


Methods for Laboratory Control of 
Anticoagulant Therapy 


If, on the basis of the evidence presented to 
date, a physician chooses to administer anti- 
coagulants to a patient for the purpose of re- 
ducing thromboembolic risk, a laboratory assay 
method will be required for heparin therapy. The 
Lee and White coagulation time is the most com- 
monly used test system and the prolongation of 
coagulation should be a minimum of two to three 
times the normal pretreatment coagulation time. 
There are a number of technical points of im- 
portance. A constant amount of blood must be 
placed in each tube. Three tubes with 8 mm. 
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inner diameter are used. These should be clean 
and unscratched and have been washed by boil- 
ing in washing soda, thoroughly rinsed with run- 
ning tap water, then with distilled water and 
finally dried. They should be barely tilted to 
determine whether or not coagulation has yet 
occurred. The end point with the first tube is an 
estimate of the coagulation time of the second 
tube and similarly this for the third tube. The 
coagulation time of the third tube is taken as the 
result. Minimal evidence of effective hepariniza- 
tion will doutle or triple the baseline coagulation 
time. 

The thrombin time of citrated platelet-rich 
plasma has been suggested by Rapaport and 
Ames as a better heparin control measure. A 
thrombin solution of 100 units/ml. is prepared 
in 50 per cent glycerol by their method. Then, 
0.4 ml. of platelet-rich plasma is incubated at 
37°C. for three minutes and then 0.2 ml. of a 1:5 
dilution of the thawed stock thrombin solution 
is added and time to coagulation measured. This 
is 20 to 25 seconds for normal platelet-rich 
plasma. With therapeutic heparin levels the 
platelet-rich plasma will usually fail to clot fol- 
lowing the thrombin addition. 


CONTROL OF INDIRECT ANTICOAGULANT THERAPY 


For control of indirect anticoagulant therapy, 
the most commonly utilized test systems are the 
thromboplastin time (Quick’s “prothrombin” 
time), the P and P test and the Thrombotest. 
With all three tests, the collection of blood specimens 
must be exactly 4.5 ml. of whole blood added to and 
mixed with 0.5 ml. of 0.1 M. sodium citrate solution. 
This is important in keeping a constant ionic 
strength. 

Quick Thromboplastin Time. In the thrombo- 
plastin time determination, equal portions of 
thromboplastin and citrated plasma are incu- 
bated together at 37°C. for three minutes, after 
which time recalcification with an equal portion 
of 25 mM. calcium chloride is performed and the 


Volume XXII, Number 4 GP 


























c) 


Per Cent P and P Activity 
3 
4 



































Days 


FIGURE 3. From November 3 to 7, 5 mg. a day was inade- 
quate for attainment of optimal therapeutic levels. With the 
omission of one day’s dose of the indirect anticoagulant, the 
P and P activity jumped up to 60 per cent. During the four- 
day period from November 13 to November 16, 5 mg. a day 


stopwatch started. The end point of clotting is 
determined by tilting the tube. If the normal 
control plasma value is 14 seconds or less, the 
plasma of the anticoagulated patient should fall 
within the range of 20 seconds to 35 seconds, 
and, ideally for long-term anticoagulant therapy 
be at 25 seconds. 

P and P Test. This system is a modification of 
the Quick thromboplastin time in that an ad- 
sorbed bovine plasma is used as the substrate to 
provide a constant source of proaccelerin and 
fibrinogen for all tests. The patient’s citrated 
plasma is diluted 1:10 (in diluting fluid II of 
Owren) and equal portions of this 1:10 dilution, 
of undiluted adsorbed bovine plasma, and of 
saline extract human brain thromboplastin are 
incubated together for three minutes at 37°C. 
after which time a portion of 30 mM. calcium 
chloride solution is added and the time to coagu- 
lation measured. This result is judged in terms 
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was again given. The P and P fell from 30 per cent to 6 per 
cent one day following an omitted dose. The additional factor 
of acute congestive heart failure had decreased the synthesis 
rate of coagulation protein and augmented the anticoagu- 
lant activity. 


of a normal curve prepared from dilutions of 
pooled normal plasma. The values between 10 
and 30 per cent are a satisfactory range for long- 
term anticoagulation and 20 per cent is consid- 
ered ideal. 

Thrombotest. The Thrombotest of Owren is 
performed with an all-in-one lyophilized reagent 
reconstituted with distilled water or weak cal- 
cium chloride solution depending, respectively, 
upon whether capillary blood or citrated venous 
blood is to be employed in the test. Thus, 0.1 ml. 
of blood is added to 0.5 ml. of the reconstituted 
reagent warmed to 37°C. for three minutes. The 
time to clotting is read by tilting. The seconds 
consumed by this are read directly from the 
dilution curve accompanying and prepared for 
each lot of the reagent and expressed in percent- 
age of normal. Ideal anticoagulant therapy range 
would be between 10 and 20 per cent Throm- 
botest. Since the steep portion of the curve is 
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read only with 0.1 ml. blood samples falling be- 
low 438 per cent of normal, the finding of a value 
higher than this should lead one to repeat the 
test using a 20 mm? sample of blood added to 
0.5 ml. of the reconstituted reagent. This result, 
read from the chart in percentage, is multiplied 
by 4.3 to give a more accurate expression of the 
higher activity specimens. Although Thrombotest 
reagent is not yet available in this country 
through routine supply channels, it seems prob- 
able that Nyegaard and Co., Oslo, Norway, the 
manufacturers, will license an American source 
for this useful reagent. In the interim, they are 
supplying it directly. 

For laboratories, the P and P test system re- 
mains highly satisfactory and may be obtained 


in a lyophilized form under the name, “‘Owren’s 
Prothrombin Method,” from Hyland Labora- 
tories. A commercial thromboplastin substituting 
for the saline extract human brain thromboplastin 
of the original P and P test system must be se- 
lected. Not all are satisfactory though in our 
laboratory we have found Simplastin® gives 
reproducible values with this kit system. (We 
made no attempt to survey commercial thrombo- 
plastins extensively and others may prove equally 
satisfactory or even superior.) 


Practical Aspects of Anticoagulation 


If immediate anticoagulation is imperative, 
heparin should be administered intravenously in 
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FIGURE 4. Phenylindanedione was used as the therapeutic 
agent with excellent control of the patient’s coagulation find- 
ings. These remained in the optimum range. However, because 
the patient was unable to keep an appointment and ran out of 
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medicine for seven days, the prothrombin and proconvertin 
activity climbed to 80 per cent. Following readministration 
of phenylindanedione at the previous dosage level, the P and P 
activity fell promptly. 
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FIGURE 5. On September 20 and 21, through a nursing error, 
the scheduled doses of phenprocoumon were omitted. Notwith- 
standing the three-day interval without the long-acting anti- 


the appropriate dose and readministered at the 
proper intervals intravenously, or subcutaneous 
heparin may be simultaneously administered 
with the initial dose. At this same time, one may 
start an oral indirect anticoagulant. When effec- 
tive reduction of prothrombin and proconvertin 
activity has been attained, usually two or three 
days later, continue with the indirect anticoagu- 
lant alone. No conclusive evidence has been pre- 
sented, however, that heparin initiation of in- 
direct anticoagulant therapy is superior to in- 
direct anticoagulant therapy alone. For valid 
tests in any of the above test systems, the col- 
lection of blood specimens should be at as long 
an interval as possible after the last administered 
heparin dose. The Quick and Thrombotest are 
both considerably influenced by heparin concen- 
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coagulant medication, the P and P activity had risen only to 
31 per cent on September 22. Note also the slower fall to thera- 
peutic range initially. 


trations. The P and P test system is influenced 
to a much lesser degree by heparin and this in- 
terference is insignificant within four hours after 
the last intravenous heparin administration. In 
this test system, the heparin activity is further 
minimized by the 1:10 dilution of the test plasma. 

Before initiating indirect anticoagulant ther- 
apy, one wishes to determine that a normal P 
and P test (prothrombin and proconvertin com- 
bined activity), thromboplastin time or thrombo- 
test activity is present. A patient should never 
receive anticoagulants who is already incapable 
of forming adequate amounts of the coagulation 
proteins responsible for these test results. Usually 
daily for the first few days, the selected test is 
repeated and an individual graph of the patient’s 
response is charted, together with information 
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concerning the dose of the previous day. As re- 
sponse stabilizes, the interval between tests is 
increased gradually until by two or three weeks 
tests may be performed once a week and by 
several months, once a month. The exact manner 
in which the indirect anticoagulant is adminis- 
tered depends somewhat upon the indirect anti- 
coagulant selected. For instance, in Figure 1, 
phenindione, a compound best administered in 
divided doses at 12-hour intervals, was given to 
a patient with acute myocardial infarction. 

In another patient (Figure 2), speed of in- 
duction with phenindione was probably slowed 
by less than optimal initial dosage. 

Haldinone® (p-Bromphenylindandione), the 
indirect anticoagulant given in Figure 3, is a new- 
ly synthesized inandione. Substituting a single 
bromine atom into the phenylindanedione mole- 
cule greatly increases duration of action and de- 
creases the necessary dose for anticoagulation. 

Some of the differences between long-acting 
and short-acting anticoagulant medications are 
illustrated in Figures 4 and 5. The theoretic 
advantage of phenprocoumon (Figure 5) or other 
long-acting anticoagulants is that due to its 
greater duration of action such upward bounds 
are less likely to occur. The disadvantage is that 
full expression of previous doses is not manifest 
when the physician must order today’s dose. 


INDIVIDUALIZED DOSAGES 


Figure 6 emphasizes the importance of adjust- 
ing dosage exactly to the patient’s need. 


The Author 





No point I can make deserves more emphasis 
than the importance of individualizing dosage in 
accordance with the patient’s own response. Our 
patients show a tenfold variation in optimum 
maintenance dose. What is ineffective for one is 
just right for another. The dose required by the 
latter for perfect control would be lethal for the 
former. 

I should like to emphasize the responsibility of 
the therapist to be available or have a trained 
alternate available at all times. Before undertak- 
ing long-term anticoagulant therapy, the re- 
sponsibility to provide everyday coverage must 
be assumed. Unless this is true, therapy should 
not be started. 

Our patients carry a card detailing their diag- 
nosis and the fact that they are receiving an 
anticoagulant whose overactivity is reversible by 
vitamin K,. They are instructed to keep this card 
with them at all times so that even if they were 
unconscious as a result of an accident, the infor- 
mation could be acted on promptly by the phy- 
sician called to the emergency. Many physicians 
also have their patients keep a few 5 mg. tablets 
of vitamin K, so that early antidote administra- 
tion may be undertaken by the patient in case 
of bleeding. 


Summary 


The risks of anticoagulant therapy are under- 
taken for the purpose of reducing mortality and 
morbidity due to thromboembolic sequelae of 
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FIGURE 6. For over seven months this patient received inade- 
quate phenindione therapy with great fluctuation in his P and 
P value. When the dose was adjusted to his needs (the differ- 


existing vascular disease. The value of such treat- 
ment in acute myocardial infarction, in venous 
thrombosis, in pulmonary and systemic embo- 
lism is well established. These medications have 
merit in preventing thrombosis and embolism 
in the postsurgical patient. Much evidence 
exists in the literature of their value as a prophy- 
laxis against recurrence of coronary thrombosis 
postmyocardial infarct and in angina pectoris. 
Additional controlled studies of its efficacy in 
these conditions are indicated. This is even more 
true of the controversial use of such medications 
in occlusive cerebrovascular disease and for 
short-term anticoagulation before and during 
operative procedures. 

Heparin is immediately effective as an anti- 
coagulant following its intravenous administra- 
tion in adequate quantities. It is controlled by 
means of the Lee and White coagulation time 
although the platelet-rich plasma thrombin time 
may be a meritorious alternative. 
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ence between this dose and the previous ineffective dose was 
one-half tablet per week), there was a prompt fall to optimal 
range and stability of P and P values in the ensuing ten months. 


For indirect anticoagulant laboratory control, 
three satisfactory test systems are available. 

The P and P test system is, in my opinion, the 
method of choice for laboratories. 

The Thrombotest may find great usefulness in 
physicians’ offices where smaller numbers of 
specimens are examined at any one time. It is 
the most convenient test system since results are 
available within five minutes on uncentrifuged 
whole blood. It may be used in laboratories 
equally well. 

The thromboplastin time (the “prothrombin” 
time of Quick) is the most widely used test 
system at present and has proved satisfactory for 
indirect anticoagulant control. 

Patient selection and exclusion, drug selection, 
hazards and contraindications are discussed. 

The need for individualized dosage is empha- 
sized. The assumption of responsibility on the 
part of the physician to be available or to have a 
trained alternate provide coverage is essential 


147 








Present Status 
of Anticoagulant Therapy 


before patients are started on long-term anti- 
coagulant therapy. 

One indirect anticoagulant medication should 
be selected and the physician should acquire 
maximum familiarity with it. There is great 
variation from one anticoagulant to another in 





initial dosage, in maintenance dosage, in dura- 
tion of activity and frequency of administration. 


A coupon for ordering an extensive bibliography accompany- 
ing this article may be found adjacent to the Index to Adver- 
tisers. 





The Tick 


WOODSMEN, campers, children and adventurers must 
be careful in wooded lands where the tick may dwell. 
Ticks feed mainly on blood of animals, but sometimes 
of humans as well. A tick bite usually causes no pain 
even though the tick piercing organ sucks blood for a 
period of minutes to days until engorged. 

Ticks can tolerate the most adverse environmental 
conditions and they have few natural enemies. Their 
progeny are many and have the unusual property of 
being infective at birth because certain disease or- 
ganism can be transmitted through the egg. Many 
species of ticks have poor eyesight while others have 
no sight. They have special sense organs which enable 
them to detect victims many feet away. 

A number of viral and rickettsial diseases are trans- 
mitted by the tick. Occasionally ticks transmit tu- 
laremia, a bacterial disease. In the United States, 
Rocky Mountain spotted fever and Colorado tick 
fever are the main entities caused by ticks. The 
Rocky Mountain wood tick in the west and the 
American dog tick in the East are the chief offenders 
in Rocky Mountain spotted fever. Ticks also trans- 
mit relapsing fever of tropical Africa, Q fever of 
Australia and Spring and Summer encephalitis of 
Russia. 

Tick paralysis is presumably due to a toxin in the 
saliva of ticks. The syndrome of fever and ascending 
paralysis is caused by an engorging female tick. 
Death may occur if the tick is not removed. Children 
and animals are most often affected. Tick removal 
may result in complete recovery within a day or so. 

Although most tick bites are innocuous, it is ad- 
vantageous to avoid them and to remove the tick at 
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once. Sleeping or resting in wooded areas is conducive 
to tick bites. Children are more prone to be bitten 
since they wander and roam in the brush. Since ticks 
may often dwell in camper’s clothing, it should be 
carefully searched and protected from them. 

The removal of ticks is a delicate skill. Pulling the 
body of the tick carefully with a forcep will prevent 
the piercing organ from breaking off in the skin and 
the contents of the body from pouring over the skin. 
Benzyl benzoate is one of the best topical medica- 
tions in facilitating the insect’s removal. Nail polish, 
ether and Vaseline® have also been used with success. 

Insect repellents such as dibutyl phthalate are of 
value to the person who is continuously exposed to 
the tick as a result of his occupation. 

— LEON SMITH, M.D. 
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Cavitary Sarcoidosis 


SOL KATZ, M.D. 
Associate Editor, GP 


THE DIAGNOSIS of sarcoidosis is based on a corre- 
lation of clinical, radiologic, immunologic and 
laboratory data supported by histologic evidence 
of epithelioid tubercles with little or no evidence 
of caseation. The keystone of the diagnosis rests 
on widespread organ involvement with few or 
mild constitutional manifestations. Practically no 
organ is excluded, and the diverse clinical types 
are due to the association of lesions in many or- 
gans in various combinations. There are few dis- 
eases with the protean patterns of sarcoidosis. 

Several types of pulmonary lesions occur in 
sarcoidosis. Bilateral symmetric enlargement of 
the hilar and peribronchial lymph nodes is com- 
monly the only pulmonary manifestation. In oth- 
er instances, dense linear opacities extend from 
the enlarged hilar nodes into the lung fields, most 
often along the medial portions of the lower lobes. 
A frequent type is nodular or finely granular dis- 
tributed bilaterally. Confluent densities and dif- 
fuse fibrotic lesions also occur. Transition from 
one pattern to another is seen. 

Cavitary or cystic formation in sarcoidosis has 
been infrequently described. There may be mul- 
tiple thin-walled cysts varying in size up to 2 cm. 
of localized or widespread extent. These cysts 
have been called “honey-comb lungs” and are al- 
so found in conditions other than sarcoidosis. 
These cysts have a tendency to enlarge gradually 
and eventually to rupture with the production of 
a spontaneous pneumothorax. 

Large cavities resembling emphysematous bul- 
lae occur especially in long-standing sarcoidosis 
in association with fibrosis and pulmonary insuf- 
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Diffuse fibrotic sarcoidosis with large cystic cavities involv- 
ing the upper halves of both lungs. 


ficiency. Bronchiectatic changes may also be a 
cause of cavitation in sarcoidosis. Very rarely, 
aseptic necrosis of conglomerate sarcoid masses 
may result in cavitation. Expulsion of hyaline 
material may also be a mechanism for cavitation 
in sarcoidosis. 








Premedication in Endoscopy 


BIENIAS discusses the problem of preparing the 
patient for peroral endoscopy. The indications for 
general anesthesia include patients with a diffi- 
cult anatomy, such as excessive fat, short neck, 
large tongue, narrow mandible and fragile teeth. 
Some patients are apprehensive and wish general 
anesthesia. Another indication is cardiovascular 
disease. 

The general anesthetics reeommended are thio- 
pental, with succinylcholine and an artificial res- 
pirator in use. For patients in whom topical anes- 
thesia is to be used, the physician may choose 
from cocaine, tetracaine, lidocaine and hexyl- 
caine. (AMA Arch. Otolar., 70:758, 1959.) 


Atypical Coarctation 


EIKEN describes a 33-year-old woman with co- 
arctation limited to a segment of the aortic arch. 
Her past history was interesting in that she had 
been admitted several times previously with 
gangrene in the tips of various toes and fingers. 
She had also shown enlargement of the heart, 
cyanosis and dyspnea on exertion. On one of her 
recent admissions, the patient exhibited a marked 
systolic murmur and thrill with a maximum in- 
tensity over the aortic area. 

Transbronchial pressure measurements were 
carried out with left-sided cardiac catheteriza- 
tion. These showed a very high pressure in the 
left ventricle, whereas the pressure in the left 
femoral artery was only slightly over half the 
ventricular pressure. There was, therefore, a 
functional aortic stenosis. In pressure measure- 
ments on the arms and legs, auscultatory pres- 
sure in the right arm was not measurable, where- 
as in the left arm it was 110/90. On both legs the 
pressure was 145/110. X-ray studies of the aorta 
showed a fairly short narrowing of the aorta at 
the junction of the ascending portion and the 
arch. There was a mild poststenotic dilatation of 
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the remaining part of the arch. No rib notching 
was seen and no demonstrable dilatation of the 
internal mammary arteries was present. There 
was pronounced calcification in the entire as- 
cending aorta. This calcification was believed to 
be on the basis of severe atherosclerosis in this 
portion of the artery. (Acta med. scand., 165:235, 
1959.) 


Use of a Vasopressor in Auscultation 


THE VASOPRESSOR agent mephentermine in- 
creases aortic pressure by increasing myocardial 
contractility with little influence on peripheral 
arteriolar resistance. Pulmonary arterial pressure 
is changed only slightly. Crevasse has explored 
the usefulness of this agent as a diagnostic aid in 
auscultation of the heart. 

The increases in effective stroke volume pro- 
duced by this drug increased the intensity of all 
the systolic murmurs. In cases in which the mur- 
mur of mitral insufficiency was equivocal or 
atypical, mephentermineaccentuated and brought 
out its graphic character. The increased aortic 
pressure produced by this drug increased the in- 
tensity and duration of the murmur of aortic in- 
sufficiency. Thus, this lesion was verified in sus- 
pected or atypical cases. Since pulmonary ar- 
terial pressure is altered only slightly in relation 
to the increase in aortic pressure produced by 
mephentermine, the murmur of pulmonic in- 
sufficiency remains essentially unchanged. This 
feature can be used to differentiate pulmonic in- 
sufficiency from aortic insufficiency. 

Since the difference between aortic and pul- 
monic arterial pressure is widened by this drug, 
the patency of a Blalock shunt can be determined 
because a continuous murmur will appear. This 
is a useful procedure because following the use of 
a Blalock shunt for treatment of tetralogy of 
Fallot, the patency of the shunt may be in ques- 
tion and only a systolic murmur may be present. 
(Am. Heart J., 58:821, 1959.) 
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Esophageal Moniliasis 


IN RECENT years there has been an increase in the 
use of antibiotics and corticosteroids. Antibiotics 
are known to allow the overgrowth of the normal 
intestinal flora and to cause disseminated fungus 
disease. Due to their anti-inflammatory proper- 
ties, steroids enhance the virulence of certain bac- 
terial infections and they lower the defense of the 
skin and mucous membranes against mycotic 
infections. Marsh reports a rather specific and 
localized infection, esophageal moniliasis, occur- 
ring as a complication of antibiotic and steroid 
therapy. 

The roentgenographic findings in esophageal 
moniliasis consist of evidence of destruction of 
the mucous membrane and an esophageal outline 
which is irregular and ragged and made up of 
numerous small indentations and protrusions. 
The longitudinal folds are still discernible and the 
diagnosis of esophageal moniliasis is predomi- 
nantly between esophageal varices and other 
forms of esophagitis. 

Therapy with antifungal agents resulted in 
symptomatic and roentgenographic improve- 
ment. These cases are being reported to re-em- 
phasize the risks of the administration of steroids 
and antibiotics. If patients receiving such therapy 
develop dysphagia, the diagnosis of esophageal 
monoliasis should be entertained and established 
early in order to institute therapy promptly and 
avoid any possible increased morbidity and mor- 
tality. (Am. J. Roent., 82:1063, 1959.) 


Hemoptysis 


FOR MOST PATIENTS and not a few doctors, the 
spitting of blood signals either pulmonary tuber- 
culosis or cancer. Johnston and associates in- 
vestigated 324 patients who reported to a chest 
clinic in Scotland with history of hemoptysis 
during the preceding month. An intensive re- 
search for the primary cause of the bleeding was 
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unrewarding in 145 patients or 44 per cent as 
shown in the chart below. Chronic bronchitis and 
bronchiectasis accounted for 30 per cent of the 
total and were more than seven times as frequent 
as either bronchial carcinoma or active pul- 
monary tuberculosis. Pneumonia and cardiac 
conditions were the underlying causes in a 
similarly small per cent of the cases. (Brit. M. J., 
1:592, 1960.) 


CAUSES OF HEMOPTYSIS 





Unknown - 44% 





Bronchitis and 
bronchiectasis - 30% 





Tuberculosis - 5% 





Cancer - 5% 





Pneumonia - 5% 





Heart disease - 5% 





Miscellaneous - 6% 
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Thorotrast Cancers 


THOROTRAST (thorium dioxide in suspension) has 
been used in the past for radiologic visualization 
of the liver, spleen and cerebral arteries. Clinical 
use of this radioactive contrast substance has 
been Jargely curtailed due to its known car- 
cinogenic action. Looney reviews the literature 
on the toxic effects of this agent and reports two 
additional cases of liver cancer presumably the 
result of the chronic deposition of the radioactive 
thorium products in the liver of the patients who 
had received diagnostic dosage of the isotope 
many years before. (Am. J. Roentgenol. & Rad. 
Therapy, 83:163, 1960.) 


Pain Caused by Mandibular Dysfunction 


GELB and Arnold have recently discussed the 
clinical syndromes in the head and neck related 
to dysfunction of the mandible. The authors be- 
gin by dividing pain in the area of the head and 
neck into three major groups: (1) general sys- 
temic diseases; (2) local pathology, such as in the 
ears, nose, sinuses, throat or cervical spine; (3) 
abnormalities of the masticatory mechanism, 
this latter being the topic of the present discus- 
sion. 

The mechanism of pain associated with tempo- 
romandibular joint disturbances is due mainly to 
the masticatory muscles. There are believed to be 
small areas in the myofascial structures which 
are hypersensitive to stretch and give rise to 
muscle spasm with referred pain. It must be re- 
membered that malposition of the jaws does not 
necessarily result in pain or other disturbances, 
but depends to some extent upon the adaptive 
capacity of the individual patient. The subjec- 
tive complaints in this situation may vary from a 
dull ache to extreme pain and this pain may be 
intermittent or constant. Associated symptoms 
commonly include subjective noises, headaches, 
clicking of the temporomandibular joint while 
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chewing, dizziness, difficulty in swallowing, tin- 
gling or burning sensation on the side of the 
tongue, and various other complaints. 

On examination, crepitus in the temporoman- 
dibular joints may be noticed, as well as stiffness, 
asymmetric movements or hypermotility of these 
joints. There may even be impaired speech when 
the front teeth fail to occlude properly for the 
correct articulation of the sibilant sounds. Pa- 
tients may often be made pain-free by the ad- 
ministration of ethyl chloride spray or procaine 
injections to the trigger areas in the muscle 
where spasm is noted. A high percentage of cases 
was successfully treated by prosthetic manage- 
ment of the mandibular dysfunction. In agree- 
ment with previous articles on this subject, the 
present authors noted a three-to-one preponder- 
ance of females. (AMA Arch. Otolar., 70:681, 
1959.) 


The Early Detection of Diabetes 


BECKER has suggested that diabetes be con- 
sidered as having two major aspects: a disorder 
of cholesterol metabolism and a disorder of carbo- 
hydrate metabolism. On this premise, 40 con- 
secutive cases with fasting serum cholesterols of 
300 mg. per cent or more and normal fasting 
blood sugars were given a three-hour glucose 
tolerance test. Of the 40 patients studied, ten 
were found to have a diabetic curve. All ten were 
in a good nutritional state and no evidence of 
hepatic damage or pancreatitis was present. In 
four of these, a positive family history of dia- 
betes was obtained. The author recognizes that 
many diabetics have a normal concentration of 
serum cholesterol, and so this test will obviously 
not diagnose early diabetes in all patients. Never- 
theless, ten out of 40 is considered a highly signi- 
ficant number and the widespread application of 
this test could conceivably increase the pool of 
known diabetics. (Bull. N. England M. Center, 
5:141, 1959.) 
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The Normal Dog 


IN AN EDITORIAL, Burch contrasts the standards 
of normalcy for the dog used in physiologic ex- 
perimentation with the normal human volunteer, 
a medical student, for example. Unquestionably, 
elaborate experiments are often performed on 
animals that are suffering from anemia, and in- 
festations of insects and parasites. Malnutrition 
and faulty growth and development are certainly 
possibilities in such animals. With reference to the 
‘normal’ dog, Dr. Burch says, ““He may be in- 
fluenced by an extreme sense of insecurity and 
anxiety, if such psychic states exist in dogs—who 
knows’? 

The normal human volunteer, on the other 
hand, has been carefully examined. He is familiar 
with the institution, understands the importance 
of good research and responds to inquiries con- 
cerning his own past and present physical and 
mental health, and genetic and familial back- 
grounds. 

An abnormal animal is not suitable for obtain- 
ing results intended to define the normal state of 
health. “‘Normalcy should be supported by cri- 
teria of care and health in dogs as well as in man 
regardless of the demands on effort and funds.” 
(Am. Heart J., 58:805, 1959.) 


Resistant Ascites 


THE CONDITION of the patient with cirrhosis and 
resistant ascites has been personally distressing 
and a therapeutic dead end. Diuretics have had 
limited value and the paracentesis trochar prac- 
tically none. 

Sheldon and associates have tried a new 
therapeutic approach in nine patients with cir- 
rhosis and advanced ascites. The treatment con- 
sists of spironolactone (an aldosterone antag- 
onist), mannitol (osmotic diuretic) and chloro- 
thiazide which was administered for its proximal 
tubular effect on sodium excretion. As shown by 
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the diagram above this would result in a sufficient 
sodium load reaching the distal tubule where the 
action of aldosterone inhibition occurs. The 
mannitol increases the urine volume and pre- 
vents hyponatremia. In seven of the nine patients 
the ascites cleared completely and there was 
early follow-up evidence to indicate that the 
effect persisted after cessation of the aldosterone 
antagonist. The authors suggest that this may 
have resulted from the increased plasma volume 
with resulting decrease in stimulus to aldosterone 
secretion. (Lancet, 1:609, 1960.) 


Hodgkin’s Disease and Intelligence 


LESHAN and his colleagues have undertaken the 
study of intelligence in Hodgkin’s disease because 
of a previous impression that patients with this 
diagnosis seemed to be more intelligent than the 
average. However, no objective data have been 
reported prior to this. 

Four-hundred and eight patients who carried 
the diagnosis of Hodgkin’s disease were studied 
for general intelligence. The basic test was the 
Army GCT. The Hodgkin’s disease group scored 
significantly higher than did the general army 
population. The authors offer no interpretation 
of these findings. (AMA Arch. Gen. Psychol., 
1:477, 1959.) 
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Radiologists’ Health 


IT HAS long been debatable whether any in- 
creased occupational risk in the practice of radi- 
ology is balanced by a diminished tension asso- 
ciated with the work (personal communication 
from a surgical colleague). Seltser and Sartwell 
have analyzed two different groups of American 
physicians, the members of the American Roent- 
gen Ray Society and the American Association of 
Pathologists and Bacteriologists, the latter as a 
control group. The purpose was to see if the use 
of radiation was associated with any decrease in 
longevity as has been claimed. The data from a 
50-year analysis reveals no significant decrease in 
the survivorship of radiologists, compared to 
pathologists. Radiologist mortality was similar to 
that of all U.S. physicians, and somewhat lower 
than that of U.S. white males. There was an ap- 
parent slight excess of leukemia in radiologists 
which was about equal to the tuberculosis excess 
in the pathologists and bacteriologists. (Am. J. 
Pub. Health, 49:1610, 1959.) 


The Bennie Trade 


A CRACKDOWN by the Food and Drug Adminis- 
tration against the bootlegging of amphetamine 
drugs, called “bennies” by the boys, obtained 
evidence that more than 200 operators of truck 
stops and similar establishments were selling the 
tablets. This phase of the round-up was directed 
against the sale to truckdrivers but there is addi- 
tional evidence now being obtained that this 
powerful drug can readily become the accomplice 
not only of highway tragedy but of organized 
crime, juvenile delinquency and, quite possibly, 
drug addiction. The production of amphetamine 
last year was about 75,000 Ib., enough to make 
about 3.5 billion amphetamine tablets or about 
20 tablets for every man, woman and child in the 
United States. 

It is a well-established medical fact that pro- 
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longed wakefulness, beyond the fatigue limit, will 
result in a loss of muscular and mental coordina- 
tion, impairment of judgment and hallucinations. 
For example, a driver under the influence of the 
drug may see a mirage of an oncoming truck 
which may cause him to swerve off the road or 
into another vehicle he didn’t see. While it is 
difficult to prove conclusively that any particular 
highway accident was due to the use of ampheta- 
mine by the driver, the drug has been found on 
drivers in a number of fatal highway traffic acci- 
dents and the circumstances of such accidents 
favor its implication. The Food and Drug Ad- 
ministration deserves the full support of the 
health professions in its effort to stop the boot- 
legging of this dangerous drug and its sale by the 
unscrupulous to the unwitting. (Publ. Health 
Rep., 75:48, 1960.) 


Angina Treatment 


OSLER said somewhere that angina pectoris is a 
disease of office practice. It is the ambulant pa- 
tient trying to do his work who is the one with 
the pressure in his chest. General supportive 
measures are more important than any specific 
medication with the possible exception of nitro- 
glycerin. Many agents have been proposed but 
few have stood the test of any controlled trial. 
The monoamine oxidase inhibitor “‘iproniazid”’ 
was originally thought to be of value in the re- 
lief of angina but this antianginal action was not 
confirmed. Mackinnon and associates report a 
double-blind trial of another monamine oxidase 
inhibitor, “cavodil.”” Improvement occurred in 
almost twice as many of the patients with cavo- 
dil as with the control tablet and in some patients 
this improvement was thought remarkable. Al- 
though this is only a preliminary series of 28 pa- 
tients, there is some suggestion of benefit by a 
new class of agents with this controlled trial of a 
treatment in that highly subjective syndrome, 
angina pectoris. (Brit. M. J., 1:243, 1960.) 
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Reactions to Plasma Transfusions 


FREEDMAN and his colleagues point out that a 
blood transfusion is as much an organ transplant 
as a skin graft. Obviously it is not usually consid- 
ered as such. These authors undertook a study to 
determine whether or not human plasma proteins 
possess the same properties of immunologic in- 
dividuality which characterize skin and other tis- 
sue proteins. The antigen-antibody reactions as- 
sociated with erythrocytes and leukocytes are 
well known. It is generally assumed, however, 
that human plasma is nonantigenic for human 
recipients. Despite this, several sporadic pub- 
lished reports of allergic reactions to transfused 
plasma have appeared. These reactions have been 
attributed to either the passive transfer of anti- 
bodies or the inadvertant administration of pro- 
teins to which the patient was already sensitive. 

Previous studies by other authors have demon- 
strated plasma incompatibility in dogs. In those 
studies dogs were skin-tested with their own 
plasma and with plasma from several other dogs. 
The present study was designed to explore the 
possibility that plasma incompatibility may also 
occur in human beings. 

In the study of cutaneous reactions, the plas- 
mas of 47 donors were tested in the skin of 23 
recipients. Each recipient was skin-tested with 
autologous plasma and one or more nonautol- 
ogous plasmas. In every case the donor and the 
recipient were of the same blood types. In 81 per 
cent of the cases the skin reaction to nonautolo- 
gous plasma was clearly greater than the reaction 
to autologous plasma. In 19 per cent of the cases 
the areas were approximately of the same size. 

For the study of systemic reactions, six healthy 
young men were each given a transfusion of 500 
ml. of their own plasma which had been removed 
on a previous occasion. The same subjects were 
then grouped into three pairs, and each subject 
was given 500 ml. of plasma taken from the other 
member of the pair. In three of these six nonau- 
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tologous transfusions, there were severe reactions. 
The total experience with the transfusion of 
autologous and nonautologous plasma is sum- 
marized in the diagram below. Skin tests proved 
to be of no value in predicting which subjects 
would have reactions and which would not. 
In those persons who had transfusion reactions, 
the expected increase in blood volume did not oc- 
cur, presumably because of leakage of fluid from 
the capillaries. In some cases there was even a net 
decrease in blood volume. 

These authors conclude that each person ap- 
pears to possess his own distinctive pattern of 
plasma antigenicity. In this respect, plasma anti- 
gens resemble the antigens found in tissue trans- 
plantation studies, and differ from the naturally 
occurring cellular antigens of the blood. It would 
appear that plasma antigens may account for 
some of the reactions that occur in otherwise 
compatible blood transfusions. These reactions 
consist mainly of itchiness, urticaria, chills and 
nasal stuffiness. A few patients complain of joint 
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pain. It also appears from this study that patients 
who have allergic reactions to rapidly adminis- 
tered plasma derive little or no benefit from the 
transfusion. (J. Allergy, 31:134, 1960.) 


Fluoroscope Survey 


THIs is a survey on the radiation scatter from 81 
fluoroscopies operated by general physicians, 
specialists and institutional physicians in the 
Philadelphia area. The measurements were 
thorough and were done by the same team of 
health physicists. Only two fluoroscopes met all 
the design and performance recommendations of 
NBS Handbook 60, although half of the units 
produced an exposure dose rate of less than 10 r 
per minute at the panel surface and so were not 
considered “unduly hazardous.” Fluoroscopes 
owned by hospitals and radiologists were gener- 
ally technically and operationally somewhat 
safer than those being used by nonradiologists. 
It was of interest that many of the nonradiolo- 
gists who were interviewed stated that they were 
limiting the amount of fluoroscopy they did. 
Most of the fluoroscopes could be made accept- 
able by one or more of the following modifica- 
tions: adding more aluminum filtration, decreas- 
ing maximum ma setting, decreasing maximum 
shutter opening and adding accessory shielding. 
(Radiology, 73:898, 1959.) 


Isoniazid Alone Versus Isoniazid-PAS 


PHILLIPS summarized the data thus far accumu- 
lated by means of the Veterans Administration- 
Armed Forces cooperative study in which a com- 
parison was made between isoniazid alone and 
isoniazid-PAS in the therapy of minimal and non- 
cavitary, moderately advanced tuberculosis. Two 
hundred and eighty-two patients were studied 
for periods up to eight months. All cases were 
randomized, this being accomplished through a 
sealed envelope system in 67 per cent of those on 
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isoniazid and in 59 per cent of those on isoniazid- 
PAS. In the remainder, the randomization was 
accomplished through the last digit of the pa- 
tient’s hospital number. 

Improvement to a marked or moderate degree 
following treatment was seen on the chest roent- 
genograms with about equal frequency in both 
groups of patients. Reversal of infectiousness or 
“sputum conversion” was considered to have oc- 
curred only when sputum cultures for tubercle 
baccilli were negative for at least three consecu- 
tive months. The findings revealed that the inci- 
dence of sputum conversion with the two regi- 
mens was almost identical. The occurrence of 
isoniazid resistance was not common in the group 
of patients studied, appearing only in six patients. 
It is of particular interest that the emergence of 
isoniazid-resistant strains occurred equally in the 
group that received isoniazid-PAS and the group 
that received isoniazid alone. As would be ex- 
pected, the incidence of drug toxicity was greater 
with isoniazid-PAS than it was with isoniazid 
alone. With isoniazid alone there was an obvious 
saving in cost compared to isoniazid accompanied 
by PAS. (Am. Rev. Resp. Dis., 80:641, 1959.) 


Chronic Pulmonary Suppuration 


DEJANNEY and Bigman record their experience 
in 36 cases of chronic pulmonary suppuration. In 
the group there were eight chronic alcoholics, 
three epileptics and two diabetics. The age dis- 
tribution ranged from the third to the eighth 
decade with the majority falling in the age group 
from 35 to 65. 

The most common symptoms were, in decreas- 
ing order, productive cough, chest pain, weight 
loss and fever. Dyspnea was reported in six and 
hemoptysis in ten, the latter sign almost wholly 
in patients with bronchiectasis. Only ten had an 
admitting temperature of over 101°F. Foul spu- 
tum was encountered in only four patients. 
Bronchoscopy revealed mucosal erythema or 
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purulent secretions in 17 of the 26 patients 
bronchoscoped. Roentgenograms showed a uni- 
lateral lesion in 36 patients. 

The authors’ policy when suppurative disease 
is suspected is to obtain a sputum specimen at 
the earliest opportunity, or start penicillin imme- 
diately and then adjust the antibiotic in accord- 
ance with sensitivity studies. The organisms 
commonly found in the sputum are frequently 
considered not to be particularly pathogenic. 

Prolonged chemotherapy is usually employed. 
Not infrequently gradual improvement occurred 
under chemotherapy for a three-month to six- 
month period. The authors employed early resec- 
tion only when there was uncertainty regarding 
the presence of malignancy. Usually they waited 
until a maximum response to medical therapy 
was obtained. Improvement may continue to 
complete resolution or may stop short of that de- 
sired goal. When resolution is incomplete, resec- 
tion is advisable if the residual lesion is consid- 
ered to be potentially hazardous to the patient’s 
future health. Complete resolution occurred with 
medical management in 21 of the 36 patients. 
(Dis. of Chest, 36:602, 1959.) 


CHD 


IN A STUDY of 20,000 males 35 years of age and 
over, 228 cases were considered by a study team 
in North Dakota to have objective evidence of 
coronary heart disease (CHD). This was a co- 
operative effort in which the state health de- 
partment and National Heart Disease Control 
representatives enlisted all the practicing physi- 
cians in an effort to survey an entire area. The 
study was carried out largely by regular consulta- 
tion with the physicians in their offices. Initial 
findings indicate a lower incidence of CHD in 
farmers than in other occupational groups; a 
higher incidence of CHD in cigarette smokers 
than in nonsmokers, and a relation of CHD to 
lack of physical activity. Comparision of recent 
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dietary histories of cases and controls revealed no 
differences in mean caloric intake, total fat con- 
sumption or the major dietary constituents. (Am. 
J. Pub. Health, 49:1630, 1959.) 


Intestinal Bleeding 


BROWN and colleagues believe that treatment 
with vasoconstricting drugs may be complicated 
by gastrointestinal bleeding and perforation. 
They report two cases where autopsy revealed 
small bowel ulceration and infarction associated 
with a proliferative arteritis of the intramural 
vessels, though the main arterial trunks were 
patent. The only common factor in these cases 
was an increased plasma level of vasoconstricting 
substance. In the first case this was endogenous 
from a pheochromocytoma. The patient, an 
8-year-old girl, died six days after extirpation of 
the tumor from bowel infarction and perforation 
secondary to proliferative and occlusive end- 
arteritis of the small mural vessels. The second 
case, a 61-year-old man, died ten days after 
resection of an aortic aneurysm. The post- 
mortem findings were the same as in case l, 
while the patient had received 120 mg. of neo- 
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synephrine on the first postoperative day and 
10 mg. on the second, necessitated by hypoten- 
sion secondary to myocardial infarction. Clini- 
cally both these patients had exhibited episodes 
of ileus, hematemesis and melena after exposure 
to large amounts of vasoconstricting drugs. 

In reviewing the literature on the subject, 
Brown and coworkers found no specific reference 
to gastrointestinal lesions complicating vaso- 
constrictor administration; however, gastroin- 
testinal hemorrhage has been reported with 
pheochromocytoma. One case was a 5-year-old 
patient with abdominal pain and melena who 
died following laporotomy. Autopsy revealed 
necrotizing obliterative arteritis of the ileum and 
bilateral pheochromocytomas. Administration of 
exogenous vasoconstrictors has been incrimi- 
nated in intense local vasospasm with necrosis 
and slough at the site of injection. L-norepineph- 
rine has been shown to produce liver infarction 
both experimentally and at the autopsy table. 
Szakacs, one of the coauthors, has demonstrated 
pathologically a myocarditis in three patients 
receiving large amounts of L-norepinephrine. 
The lesions consisted of focal hemorrhages in the 
epi-, endo- and myocardium with necrotizing ar- 
teritis of the primary branches of the coronary 
arteries and small muscular arteries. He has 
reproduced this experimentally in the dog. 

The authors, in an effort to elucidate the effects 
of L-norepinephrine on the mesenteric vessels, 
administered the drug to six normovolemic un- 
anesthetized dogs, other dogs serving as con- 
trols. Dosages ranged from 0.8 mg./kg./min. to 
2.8 mg./kg./min. and were continued from four 
to 16 days. The controls received intravenous 
dextrose and water and exhibited no morphologic 
changes on sacrifice. The three dogs receiving the 
smaller doses of the drug showed no gastro- 
intestinal symptomatology or gross pathologic 
changes; however, scattered sites of necrotizing 
arteritis were found in the intestinal wall micro- 
scopically. Clinically the three dogs receiving the 
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higher dosages of the drug reacted in the same 
manner; however, on sacrifice there were grossly 
evident areas of hemorrhage throughout the 
gastrointestinal tract. Microscopically there was 
smooth muscle degeneration and fibrinoid de- 
generation of the vessel walls, accompanied by 
intimal proliferation with narrowing of the vessel 
lumen and occasionally complete obliteration. 

In discussing the significance of their findings 
Brown and associates point out that although 
intestinal bleeding and ulceration are known 
accompaniments of shock, the lesion is mucosal 
edema with congestion rather than the arteritis 
they describe. The reproduction of the prolifera- 
tive lesion in dogs which were never in shock 
is weighty evidence against this agent as the 
sole etiologic factor. On the other hand, the 
authors point out that hypertension associated 
with vasoconstrictor therapy may be at the root 
of the problem, as up to 15 per cent of patients 
dying with severe hypertension exhibit gastro- 
intestinal bleeding with a proliferative arteritis 
demonstrable. The authors conclude that in- 
testinal bleeding and perforation are potential 
complications of the clinical use of vasoconstric- 
tive drugs. (Ann. Surg., 150:790, 1959.) 


EDITOR’S NOTE: 

The most recent trend in the therapy of hypo- 
tension associated with shock has been away from 
the use of vasoconstrictors and toward rapid re- 
placement of whole blood combined with the use of 
ganglionic blocking agents, particularly chlorpro- 
mazine hydrochloride (Thorazine®). The rationale 
for this treatment developed from the investigations 
of Lilleheit and of Gurd, among many others. The 
latter, for example, transected the splenic vein of 
dogs and connected the proximal segment to a flow 
meter. Thus, by clamping the portal vein, it was 
possible to shunt all blood flowing in the mesenteric 
system through the flow meter at will. The dogs were 
then bled into a Wiggers reservoir to a constant 
arterial pressure of 60 mm./Hg Blood flow in the 
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portal system was then determined in cc./kg./min. 
for various conditions such as at 60 mm./Hg with- 
out treatment, with arterial pressure raised to 
normotensive levels and with pressure further re- 
duced by administration of Thorazine. The results 
were surprising in that blood flow through the 
portal system was greatest in terms of cc./kg./min. 
when Thorazine was given, and least when the 
systemic pressure was elevated by administration 
of vasoconstrictors. The reduced blood flow incident 
upon the use of vasoconstrictors producing spasm of 
intestinal vessels, led to ischemic infarction of the 
bowel with fluid loss into the lumen and com- 
pounding of the hypovolemia. This was avoided 
by the use of Thorazine. 

The authors raise another facet of the problem 
of treatment with vasoconstrictors. The most im- 
portant question raised is whether or not these drugs 
have a direct cytotoxic effect upon the vascular endo- 
thelium. They think that cytotoxicity is the basis for 
the myocarditis which they describe. This serves to 
make the hypothesis tenable, for a cytotoxic effect 
would be expected to be generalized rather than 
limited to the end-arteries of the intestine. Whether 
or not these changes are limited to end-arteries must 
be open to question, for such specificity would be un- 
usual. However, it may be that in such small 
caliber vessels, small changes produce great altera- 
tions in hemodynamics. 

The patients cited expired six, ten and 12 days 
postoperatively, having received vasopressors only 
on the first or second postoperative day, indicating 
that once the process of proliferative arteritis has 
begun it progresses even in the absence of the drugs. 
This may be true no matter what the etiology and, 
of course, it is still possible that simple mechanical 
trauma to vessels at hypertensive pressures is at 
fault. Our purpose in this discussion has been two- 
fold: (1) to raise questions, not. to answer them, 
because (2) we wish to remind the practitioner that 
therapy with vasoconstrictors is not without danger 
and should not be undertaken without a thorough 
knowledge of these drugs and their potential. 
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Inhibition of Intestinal Flora 


IT IS WELL KNOWN that neomycin can be used 
effectively by mouth for the preoperative re- 
moval of intestinal bacteria in patients who are 
to undergo intestinal surgery. Dearing and Need- 
ham compared the effect of neomycin with baci- 
tracin and with a combination of neomycin and 
bacitracin, with the results shown in the chart 
below. 

Since bacitracin has no effect upon the in- 
testinal flora, it suggests to the authors that it 
may be helpful in preventing staphylococcal 
enterocolitis as a postoperative complication. 
Patients who have had preoperative treatment 
with neomycin tend to develop staphylococcal 
enterocolitis between the fifth and tenth days 
after operation. This develops because the in- 
testine is still relatively free of bacteria at that 
time and the concentration of the preoperatively 
administered neomycin has declined to inef- 
fectual levels. So, staphylococci that reach the 
intestine from the nasopharynx may grow pro- 
fusely to induce enterocolitis. It is proposed that 
if bacitracin were administered orally for a few 
days beginning on the fourth, fifth or sixth day 
after operation, the antibiotic would counteract 
the growth of any staphylococci but would not 
prevent the normal return of the usual gram- 
negative intestinal bacteria. (Proc. Staff Meet., 
Mayo Clin., 34:127, 1959.) 


Percentage of patients showing 
aerobic intestinal bacteria 
after administration of 
antibiotics. Note that bacitracin 
has a negligible effect. 







nd bacitracin 








Percentage of patients unaffected 
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Tips from 
Other Journals 


End Results 


HEMORRHOIDS are said to have been one of the 
three essential adjuncts and afflictions of the 
successful Victorian physician. A paunch was his 
hallmark of well-merited affluence, baldness gave 
him an air of experience and wisdom, and hemor- 
rhoids ensured a look of constant anxiety. Treat- 
ment of the latter occupational ailment of the 
professional classes has improved over the years, 
but a follow-up study by Cormie and McNair 
on the late result of treatment of hemorrhoids 
reveals a wide spectrum of therapeutic response 
possibly due to differences in surgical techniques. 
Only 65 per cent were classified as “excellent” 
results after two years following surgery. (Scot. 
Med. J., 4:571, 1959.) 


Chemoprophylaxis in Emphysema 


HALLET and his associates administered erythro- 
mycin for three months to a group of patients 
with chronic obstructive emphysema and ob- 
served the effect on pulmonary function, sputum 
and symptoms. After the first pretreatment 
evaluation, the patients were matched in pairs 
on the basis of similar clinical characteristics. 
Erythromycin tablets were assigned to one, and 
a placebo of identical appearance to the other 
member of each pair. Neither the patients nor 
the physicians conducting the examinations were 
informed of how the patients were matched or 
distributed into treatment and control groups. 
The patients continued to receive broncho- 
dilators, expectorants and other medications as 
needed. 

The incidence of acute respiratory illness dur- 
ing the treatment period was the same in both 
groups. By their own estimate, most of the 
patients improved moderately during the period 
of treatment. Gross ventilatory measurements, 
however, showed mild deterioration in almost 
all of the patients. Erythromycin eliminated 
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pneumococci from the sputum leaving a promi- 
nent flora of N. catarrhalis. No increase in Gram- 
negative bacilli followed the administration of 
erythromycin. 

No evidence was found that erythromycin 
altered the course of chronic pulmonary emphy- 
sema during 12 weeks of administration. The 
authors suggest that the physician treating this 
disease reserve the administration of antimicro- 
bial drugs for the prompt treatment of inter- 
current bacterial respiratory infections. (Am. 
Rev. Res. Dis., 80:716, 1959.) 


Griseofulvin and Fungal Infections 


BARLOW and his colleagues have recently col- 
lected their clinical experience with the use of an 
oral fungistatic agent, griseofulvin. The majority 
of the patients studied were infected with Tri- 
chophyton rubrum, which gives rise to in- 
tractable skin and nail infection. The drug was 
used in doses of 2 Gm. daily for two weeks, fol- 
lowed by 1 Gm. daily for one week. Two patients 
with a T. rubrum infection of the smooth skin 
showed only subjective improvement within a 
few days, and in one patient scrapings became 
negative after ten days. In the other patient, 
scrapings were still positive after three weeks, in 
spite of the symptomatic improvement. In a 
group of 26 patients with chronic infection by T. 
rubrum, nearly all experienced symptomatic re- 
lief as regards itching. Scaling improved, in addi- 
tion. There was a marked improvement in the 
nail infection with the frequent occurrence of 
new normal nail growth. 

Side reactions to griseofulvin included head- 
aches, malaise, erythematous rashes, fever and 
leukopenia. However, these were largely mild and 
no patient was permanently or significantly 
harmed by the drug administration. The authors 
conclude that in T. rubrum infections griseofulvin 
systemically represents a significant advance in 
management. (Brit. M. J., Nov. 1959, p. 1137.) 
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Smoking During Pregnancy 


OBSTETRIC and smoking histories were obtained 
from 2,042 pregnant women delivering in Birm- 
ingham, England during the summer of 1958. 
Lowe found that the mean weight of infants of 
mothers who smoke regularly throughout preg- 
nancy was 6 oz. less than that of infants of 
mothers who never smoked during pregnancy. 
The effect of smoking on birth weight was un- 
related to maternal weight, age and parity, or 
to the length or complications of the pregnancy. 
It was concluded that smoking during pregnancy 
substantially retards fetal growth. (Brit. M. J. 
2:673, 1959.) 


Storage of Sickle Cell Trait Blood 


SICKLE cell trait is not always an innocuous, 
asymptomatic genetic abnormality. Patients with 
this heterozygous hemoglobinopathy have been 
reported to suffer splenic infarction during air 
flight, pulmonary infarction, spontaneous hema- 
turia and impairment of renal function. However, 
life expectancy is normal and the incidence of 
overt disease is small. Because a large segment 
of the population possesses this trait, Levin and 
Truax studied the influence of ordinary blood 
bank storage of sickle cell trait blood upon 
erythrocyte survival. 

Blood collected from donors with sickle cell 
trait was stored under routine blood bank con- 
ditions. Erythrocyte survival studies, begun one, 
eight, 15 and 17 days following collection, re- 
vealed no significant reduction over what might 
be expected in stored blood from donors with the 
hemoglobin genotype AA. 

These authors conclude that blood obtained 
from sickle cell trait donors provides no addi- 
tional risk of hemolysis to the recipient. There- 
fore, sickle cell trait blood may be treated in a 
routine fashion in the blood bank. (J. Lab. & 
Clin. Med., 55:94, 1960.) 
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Monks and Heart Disease 


A LONGITUDINAL epidemiologic study of athero- 
sclerosis in two unique population groups is pre- 
sented by Barrow and associates. Preliminary 
results indicate that a Trappist and a Benedic- 
tine community differ significantly in their 
dietary habits, especially in regard to the con- 
sumption of fats. The lacto-ovo-vegetarian Trap- 
pist group appears to have significantly lower 
levels of most serum lipid constituents (see 
chart above). On an individual basis, however, 
serum lipids cannot be correlated with fat intake 
alone. It was therefore concluded that most 
serum lipids vary on a group basis with age and 
dietary fat intake, but on an individual basis 
there are other factors which affect serum lipids. 
(Ann. Int. Med., 52:376, 1960.) 


Aging 

IN SUMMARIZING the facts of aging, Shock notes 
that impairments in human performance due to 
aging are caused by: (1) dropping out of func- 
tional units in key systems; (2) reduction in the 
functional capacities of remaining cells, and (3) a 
gradual breakdown of integrative functions in an 
individual. 

He also says that “although advancing age is 
accompanied by biologic impairments that offer 
a more fertile ground for the development of dis- 
ease and pathology, there are compensatory de- 
vices which can maintain effective behavior in 
the human being into advanced old age.” The 
development of these little understood inner re- 
sources over the entire lifespan of an individual 
offers hope for a longer life more worth the 
living. (Geriatrics, 15:218, 1960.) 


161 




















One for the Road 


THE BRITISH Medical Association has been 
studying the relationship of alcohol to road acci- 
dents and has come up with some interesting 
findings and recommendations. First, “‘A con- 
centration of 50 mg. of alcohol in 100 ml. of 
blood is the highest that can be consistent with 
the safety of other road users.” This concentra- 
tion is likely to be exceeded after two American- 
size drinks—which may or may not surprise 
some. The rate of absorption is a function of the 
amount of food in the stomach, as any social im- 
biber knows. The British make the suggestion of 
drinking milk for those who must drive after 
some modest drinking. If fructose is available, it 
might be added to the milk since fructose has the 
quality, in the dog at least, of increasing the rate 
at which alcohol is metabolized. Breath samples 
are now becoming more accurate, and this BMA 
report would seem to suggest stronger laws to 
disqualify the driver ‘who is on the highway 
“under the influence’’ in order to protect those 
who are not. (Brit. M. J., 1:256, 1960.) 


Treatment of Pruritus Ani 


FEINBLATT and Feinblatt discuss the treatment 
of the pruritus ani occurring with the use of 
antibiotics. The frequency of this complication 
of antibiotics has been reviewed by the authors 
and a total of 427 cases are tabulated with 
respect to the identity of the antibiotic (see the 
diagram at the right). The highest incidence of 
pruritus ani was associated with the use of 
chlortetracycline and oxytetracycline. 

The authors have observed the therapeutic 
effects of an ointment containing amino acids. 
This type of therapy has been in use since 1951 
and has been satisfactorily reported by several 
authors. By trial and error, a formula consisting 
of 10 per cent lactalbumin hydrolysate with a 
reduced methionine and cystine content was de- 
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Antibiotic Cent 
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Chlortetracycline 56 
Chloramphenicol 3 


Tetracycline 2 
Erythromycin 1 
Penicillin 0.5 
Mixed 4 


Unidentified 1.5 
Oxytetracycline 32 


The frequency of various antibiotics in causing pruritus ani 
(427 cases). 


veloped. This specially prepared hydrolysate 
provides an iso-osmotic preparation of amino 
acids, polypeptides and other products. By 
reason of its plastic polyethylene base the oint- 
ment maintains a nongreasy film when spread 
thinly over the affected areas. 

The authors studied 20 cases of pruritus ani 
after the use of antibiotics. The age range was 
from 8 to 64 years. The duration of symptoms 
ranged from one to 17 weeks. Therapy consisted 
of the local application of amino acid ointment 
morning and night and after each bowel move- 
ment. Immediate relief of itching followed each 
application in all cases. The effect of treatment 
was permanent. (Gastroenterology, 38:247, 1960.) 


ECHO 11 Virus and Aseptic Meningitis 


SEVERAL enteroviruses have been clearly associ- 
ated with aseptic meningitis. These include 
ECHO viruses 4, 6, 9 and 16; Coxsackie types 
AT, A9 and B1-5, and finally, of course, the 
polioviruses. Elvin-Lewis and Melnick now re- 
port an outbreak of aseptic meningitis associated 
with ECHO 11, previously isolated only from 
normal children and sporadic cases of diarrhea. 

This was a febrile illness lasting three to seven 
days, characterized by headaches, vomiting, stiff 
neck and joints, abdominal pains, diarrhea, cervi- 
cal lymphadenopathy and cerebrospinal fluid 
pleocytosis. Lymphocytes in the cerebrospinal 
fluid ranged from 35 to 440 per cu. mm. 

ECHO 11 was the most prevalent virus isolated 
(24 of 52 isolations). Other enteroviruses as- 
sociated with cases in the outbreak but to a 
lesser degree were ECHO 4 and polioviruses 1 
and 3. Children over 5 years of age infected with 
ECHO 11 were more apt to have clinical syn- 
dromes of aseptic meningitis than younger chil- 
dren. (Proc. Soc. Exp. Biol., 102:647, 1959.) 
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Live Virus Polio Vaccine 


(U.S. Public Health Service announcement, Wash- 
ington, D.C., Aug. 24) ORAL POLIO VACCINES com- 
posed of live, attenuated strains of virus devel- 
oped by Dr. Albert Sabin, University of Cincin- 
nati, are expected to be available next summer 
for general use. Health authorities do not expect 
this to replace Salk vaccine, for “there is need 
for both and they will complement each other.” 
—SURGEON GENERAL LEROY E. BURNEY. 


Smoking and Exercise 


(American Physiological Society, Palo Alto, Calif, 
Aug. 26) IN MODERATE EXERCISE, smokers 
breathe about 10 per cent faster than non- 
smokers, and even faster in strenuous exercise. 
But during rest, the smoker appears to breathe 
as easily, although his heart rate may be a bit 
faster. In tests, neither smokers nor nonsmokers 
demonstrated outward sign of heart or lung im- 
pairment after heavy exercise. Persons displaying 
outward effects under similar tests might be 
suspected of having cardiac or pulmonary prob- 
lems.—Dr. HENRY E. SWANN, JR., University of 
Pittsburgh. 


Knee Talk 


(International Congress of Physical Medicine, 
Washington, D.C., Aug. 23) LISTENING, by sensi- 
tive microphone, to the sounds made by knee 
joints offers a potential new aid in diagnosing 
arthritis, perhaps before physical changes are 
detectable by x-ray. Normal knee joints produce 
sounds relatively uniform in intensity, frequency 
and wave pattern. A low, thudding sound was 
heard in rheumatoid knee joints, and irregular, 
high-frequency bursts were characteristic in os- 
teoarthritis. The sounds are recorded on mag- 
netic tape for later analysis—Dr. HERBERT 
FISCHER, Ohio State University. 
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Breast-Feeding 


(International Congress on Nutrition, Washing- 
ton, D.C., Sept. 3) THE PRACTICE of breast-feed- 
ing infants appears to be declining rapidly, with 
indications that only 12 to 25 per cent of infants 
leaving hospitals are breast-fed. But breast-feed- 
ing reduces both morbidity and mortality rates, 
with such infants demonstrating higher resistance 
not only to intestinal disorders but also to respi- 
ratory diseases—Dr. PAUL GyorGy, University 
of Pennsylvania. 


Radiation Survival 


(Ibid., Sept. 5) CODLIVER OIL might be beneficial 
for humans exposed to radiation, animal tests 
indicate. Mice whose diet was supplemented with 
codliver oil, or a starch derivative, dextrin, sur- 
vived three to six days longer than controls after 
exposure to radiation which normally proves 
lethal in five days. The protective effect may 
come through increased fat stores in the liver.— 
Dr. GLADYS W. ROYAL and associates, North 
Carolina Agricultural and Technical College. 


Oral Contraceptive 


(Planned Parenthood Federation of America an- 
nouncement, New York, Aug. 4) THE MEDICAL 
COMMITTEE RECOMMENDS that oral contraceptive 
pills approved by the Food and Drug Adminis- 
tration “‘be offered routinely in Planned Parent- 
hood affiliated centers on the same basis as other 
forms of medically approved contraception.” Ex- 
panded use will produce added information con- 
cerning their acceptability. To date, FDA has 
approved one steroid, norethynodrel (Enovid®). 
Studies show it is highly effective if taken in 
proper dosage with absolute regularity, “with 
not even a single scheduled day omitted.” Oc- 
casional side effects are largely transitory, and 
“no permanent ill effects have yet been noted”’ 
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after five years of supervised tests.—Dr. ALAN 
F,. GUTTMACHER, chairman, medical committee. 


Eternal Hope 


(American Psychological Association, Chicago, 
Sept. 2) MEDICAL LITERATURE and popular opin- 
ion to the contrary, older persons tend to con- 
sider themselves “well-adjusted,” a study of 
male war veterans finds. “It would appear that 
older persons perceive themselves in a relatively 
positive manner and are able to look toward the 
future with a minimum of fear and apprehen- 
sion.” Counselors can reinforce these positive 
feelings in numerous ways, to the benefit of the 
person or patient—Dr. KENNETH L. BLOoM, 
psychologist, Veterans Administration Hospital, 
Brooklyn, N.Y. 


Addiction Hazards 


(Ibid., Sept. 6) ADDICTION TO NARCOTICS in 
humans, judging from animal experimentation 
and other observations, appears to be related to 
whether the person takes an active role in using 
the drug. “Illegal users of opiates are active. 
They initiate the drug-taking action, and that 
behavior rapidly becomes a chronic obsessive- 
compulsion for them. Passive recipients of opi- 
ates, such as hospital patients, however, may 
show tolerance, physical dependence, and even a 
classical withdrawal syndrome; but when re- 
leased do not show the slightest interest in 
opiates.” —Dr. JOHN R. NICHOLS, psychologist, 
Southeastern Louisiana College, Hammond, La. 


Mother’s Heart 


(World Federation for Mental Health, Edinburgh, 
Scotland, Aug. 9) THE MOTHER’S HEARTBEAT 
seemingly has a soothing and beneficial effect 
upon newborn infants, perhaps buffering the 
trauma of birth by providing continuity of a 
stimulus in utero. Whether left-handed or right- 
handed, about 80 per cent of new mothers were 
observed holding their infants to their left sides, 
the infants’ heads nearest to the maternal heart. 
In hospital nursery experiments, infants exposed 
to tape-recorded rhythmic heartbeat tended to 
gain weight more frequently, and to cry less, 
during the first four days of life than those not 
hearing the heart sound.—Dr. LEE SALK, psy- 
chologist, Elmhurst (N.Y.) General Hospital. 


Electronic Future 


(West Virginia State Medical Association, White 
Sulphur Springs, Aug. 25) ELECTRONIC INSTRU- 
MENTS now detect and report instantly and simul- 
taneously upon all key functions in interconti- 
nental missiles. ‘I am not going beyond the state 
of the electronic art when I say that practically 
any part of the human body can be instrumented 
and its functioning automatically recorded and 
displayed either continuously or upon demand.” 
Such principles first will be applied to space men, 
but are equally available for hospital use and 
ultimately will aid physicians in routine physical 
examinations and diagnosis—Dr. CHARLES B. 
JOLLIFFE, vice president and technical director, 
Radio Corporation of America. 
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Information Please 


Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities in appropriate fields of therapy and diagnosis. 


Pathogenicity of E. Coli 


Q. What is the pathogenic status of Endamoeba 
coli? In the absence of other etiologic factors, 
should a patient with diarrhea, showing a large 
number of E. coli in the stool, be treated for 
endamoeba? If so, what treatment is indicated? 


A. Although E. coli parasitizes readily it is usu- 
ally considered nonpathogenic in man. However, 
in instances of severe diarrhea for which no cause 
can be found and with large numbers of E. coli 
in the stool, one must suspect the presence of E. 
histolytica. In such cases it is wise to treat the 
patient with diiodohydroxyquin (Diodoquin®), 
650 mg. three times a day, and chloroquine, 0.5 
Gm. at bedtime, for a period of ten days. It has 
been shown that the combination of small doses 
of antibiotics with the above-mentioned therapy 
is more effective than when either is used alone. 
Tetracycline in doses of 50 to 75 mg. three times 
daily is adequate in most instances. 


Positions of Premature Infants 


Q. What are the preferred positions for the 2-to- 
3-lb. premature infant when in the incubator, 
when feeding, when gavaging, after feeding and 
immediately after delivery? Should the prema- 
ture infant of this weight always be fed by 
botile if he will accept food by sucking? 


A. The supine position is preferred for the pre- 
mature infant immediately after birth and while 
in the incubator. The respiratory rate is less 
than when the infant is kept prone. 

When gavage feedings are given, the infant 
should be on his back. It is preferable to sit the 
infants up for bottle feedings. After feedings, 
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larger infants should be placed on their sides, 
while smaller ones or those in respiratory distress 
should be supine. 

Premature infants who will suck should be 
bottle fed. If the infant tires before the feeding 
is completed, the remainder should be given by 
nasogastric tube. To this end it is desirable to 
have the tube in place prior to the feeding of 
an infant in whom a poor sucking response is 
anticipated. 


Rheumatic Fever Treatment 


Q. What are the current concepts in diagnosis and 
treatment of rheumatic fever? Specifically, I 
would like answers to the following questions: 
(1) What are the major and minor criteria for 
diagnosis? (2) Are two major manifestations or 
one major and four minor still required to es- 
tablish diagnosis? (3) How extensive should bed 
rest be for a child with “mild” rheumatic 
fever? Is it necessary that he be carried to and 
from the bathroom, etc.? (4) Is it current prac- 
tice to keep all rheumatic fever patients on pen- 
icillin therapy for the rest of their lives? If not, 
for how long? (5) If other children in the family 
should contract one of the usual childhood dis- 
eases (chickenpox, measles, mumps, etc.), 
what precautions should be taken for the rheu- 
matic fever patient? 


A. 1. The modified Jones criteria for guidance in 
the diagnosis of rheumatic fever are: Major 
criteria—Carditis; polyarthritis; chorea; sub- 
cutaneous nodules; erythema marginatum; Minor 
criteria—Fever; arthralgia; prolonged P-R inter- 
val in the electrocardiogram; increased erythro- 
cyte sedimentation rate, white blood count or C- 
reactive protein; preceding Group A Beta-hemo- 
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lytic streptococcal infection; previous rheumatic 
fever or inactive rheumatic heart disease. 

2. The diagnosis of rheumatic fever is consid- 
ered probable if at least one major and two minor 
manifestations or two major manifestations are 
present. 

3. Strict bed rest is considered essential in the 
treatment of patients with carditis. If a patient 
has “mild” rheumatic infection with no evident 
cardiac involvement, bed rest restrictions can be 
relaxed and bathroom privileges permitted as 
soon as relief of joint pain is achieved. Ambula- 
tion can be started as soon as clinical and labora- 
tory signs of infection remain subsided after ces- 
sation of suppressive therapy. 

4. Intensive penicillin therapy for seven to ten 
days is an essential part of early treatment of the 
patient with acute rheumatic fever. This oblit- 
erates any remaining focus of Group A Beta- 
hemolytic streptococcal infection in the naso- 
pharynx. Thereafter chemoprophylaxis, by either 
monthly intramuscular injections or daily oral in- 
take of buffered penicillin or sulfadiazine, is ad- 
vised for as long as the patient runs a risk of re- 
currence. Because of high streptococcal exposure 
the risk of recurrence is greatest during childhood 
and especially in the five years following an at- 
tack. Rheumatic patients, even those without 
heart disease, should be continued on prophy- 
laxis—through adolescence in the case of young 
children and for at least five years in the case of 
older children. If residual heart disease is present, 
prophylaxis should probably be continued to at 
least age 25. 

5. Strenuous efforts should be taken to prevent 
the patient with carditis from contacting siblings 
with measles or chickenpox since exacerbation of 
the carditis might develop. Gamma globulin is 
available to prevent or modify measles. Precau- 
tions are especially indicated if the patient with 
rheumatic fever is receiving steroids. Such a 
patient has a decreased resistance to viral infec- 
tions. 
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Breakfasts and Blood Chemistries 


Q. Breakfasts of hospital patients are often delayed 
for blood chemistries and that produces a num- 
ber of well-known complaints among doctors, 
nurses and patients. With the exclusion of the 
fasting blood sugar determination, what in- 
fluence does food have on blood chemistries? If 
no material difference is brought about by the 
postprandial state, why add another burden to 
the kitchen, another duty to the nurse and an- 
other inconvenience to the patient? 


A. The necessity of having fasting blood for 
sugar determination is, of course, obvious. The 
reason that chemists prefer blood samples taken 
before breakfast is that the serum of these 
bloods is clear, with no lipemia. Lipemic bloods, 
which result in cloudy serum, interfere with the 
precision of many tests done with the photoelec- 
tric colorimeter. 


Surgery for Cardiospasm(Gelea + ) 


Q. In cases of cardiospasm at the inlet of the stom- 
ach, is surgical treatment necessary if the 
muscles become hypertrophied? If surgery is 
done, is it sufficient to perform a longitudinal 
incision of the circular cardia area muscula- 
ture, i.e., an operation similar to Rammstedt’s 
procedure? 


A. Severe cardiospasm with marked dilatation 
and tortuosity of the esophagus requires surgical 
treatment. In these cases the best results are ob- 
tained with the use of the Heller procedure, 
which is similar to Rammstedt’s procedure on 
the pylorus. The longitudinal incision through 
the muscle must extend well up on the esophagus 
and down on the stomach. The approach is 
through the upper abdomen. Some of the less 
severe cases of cardiospasm may be controlled by 
repeated dilatations and antispasmodics. 
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Using the Mental Hospital for Postgraduate Education 


WILLIAM F. SHEELEY, m.p. 


MANY FAMILY PHYSICIANS believe that they can- 
not get needed training in psychiatric principles 
because they live too far from a medical school or 
other teaching center. However, they may be 
overlooking the teaching possibilities afforded by 
the psychiatric staff of a nearby state hospital, 
general hospital or clinic, potentially a rich re- 
source for postgraduate education. 


Advantages of Local Psychiatry Courses 


Such local courses offer the general practitioner 
many advantages. 

1. The family physician learns psychiatric skills 
from a psychiatrist neighbor. The psychiatrist and 
the family physician encounter many of the same 
problem patients in the community; having such 
common problems and interest fosters rapproche- 
ment between psychiatrist and physician. As 
they discuss these patients in practical, problem- 
solving context, they see the interplay of psychic 
and somatic forces more vividly than they do 
when they discuss abstract hypotheses and 
theories. They conceive and evolve practical 
methods of applying psychiatric principles. 

2. Such a course helps keep the family physician 
up with the newest ideas concerning ataractic drugs. 
The physician has access to the psychiatrist’s 
more extensive, daily experience with the atarac- 
tic and antidepressant drugs. This experience is 
useful not only in determining the proper drug and 
dosage, but in detecting, evaluating and minimiz- 
ing side-effects. Either as a part of the course, or 
by special arrangement with the psychiatrist, 
he visits the psychiatrist’s hospital or clinic to 
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observe the drug therapy of large numbers 
of patients. 

3. He gets hints on utilizing available com- 
munity psychiatric resources. He learns answers 
to such vexing questions as: What is the least 
traumatic way to commit a patient to a state 
hospital? What can one reasonably expect of a 
state hospital? What kinds of patients do better 
in the psychiatric service of a community general 
hospital than in a state hospital? How can the 
doctor best use nonmedical community facilities, 
such as social welfare agencies, to benefit his 
patient? What help can the doctor get to provide 
social and financial assistance for families of 
mentally ill persons (This assistance varies from 
money to pay the family’s bills to a homemaker 
to hold together a family whose mother has gone 
to a mental hospital.)? 

4. The family physician and psychiatrist get to 
know each other professionally and personally. All 
too often, the family physician and the psychia- 
trist see each other rarely because their practices 
demand so much of their time. In the classroom, 
they meet in an unhurried atmosphere where 
they can explore each other’s strengths and weak- 
nesses. They achieve the mutual understanding 
and confidence essential to the referral process. 

After a few seminar discussions, it is natural 
for the family physician to undertake psycho- 
therapy of selected patients while the psychia- 
trist, so to speak, looks over his shoulder. Such 
arrangements both further the physician’s psy- 
chiatric education and increase the amount of 
psychiatric therapy available in the community. 

5. The family physician polishes his art of re- 
ferring patients to a psychiatrist. Referring a 
patient to a psychiatrist often is very difficult, 
because the patient and his family think the 
physician is either dumping the patient or con- 
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demning him, or the referral seems to imply in- 
curability and doom. In postgraduate psychiatry 
courses, the family physician broadens his under- 
standing of how the patient feels when told to see 
a psychiatrist, how to prepare patient and family 
for the referral and how to orient the psychiatrist 
on the patient’s case. He also works out with the 
psychiatrist a system of continuous psychiatric 
management as the patient goes to the psychi- 
atrist and then back to family physician again. 

6. The family physician advises the community 
in matters affecting the care of emotionally dis- 
turbed persons. Sophisticated physicians consider 
it inhuman and uneconomic to send all mentally 
ill persons to a state hospital. They note that such 
practice often needlessly strips the patient of his 
functions as family man and economic contribu- 
tor to the community. 

They deplore examples of the mismanagement 
of mental illness. For example, the nature and 
severity of one man’s mental illness was such 





The small discussion group is the best way to handle this form 
of postgraduate education. After a brief lecture, the physicians 
in the group can take up everyday problems from their own 
practices, 
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that he could have been treated for a few weeks 
in the local general hospital, then discharged to 
his family physician for continuing office therapy 
while he lived at home and continued his job. 
Instead, he was sent to the state hospital for a 
comparatively prolonged stay that disrupted his 
work, his social life and his family life. Finally, 
the hospital, whose functions were not integrated 
with therapy in the community, abruptly dis- 
charged him to an unprepared family in a 
frightened and suspicious neighborhood. 

The family physician can help the community 
establish psychiatric facilities that move the cen- 
ter of gravity of psychiatric management from 
the state hospital back to the community. The 
physician is actually or potentially influential in 
community affairs. When he is psychiatrically 
sophisticated, he uses this influence most con- 
structively. 

Certain mentally ill patients, of course, require 
longterm or extensive care which today is best 
afforded by the state hospital. For the sake of his 
patients needing such care, the knowledgeable 
physician helps to improve state hospital facili- 
ties and to integrate them with those of his com- 
munity. Postgraduate courses given by state 
hospital psychiatrists are especially valuable to 
the family physician because they give him not 
only practical hints on treating his own patients’ 
emotional disturbances, but also ways of working 
with the hospital on common hospital-commu- 
nity problems. 


Starting a Postgraduate Course 


Once the general practitioner has decided that 
he would like to see such a course started in his 
community, what can he do? He should have no 
illusions: Good courses don’t just happen. Tact, 
imagination and hard thinking are essential. 
Even a little salesmanship may be needed to 
demonstrate the value of a course to psychia- 
trists and other colleagues. However, some of 
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the following approaches will make the way a 
little easier. 

1. The general practitioner gets help from his 
local or state chapter of the Academy of General 
Practice. The Committee on Mental Health— 
quite as eager as the family physician to see post- 
graduate psychiatric education emphasized—is 
gratified by a physician’s interest in a course and 
pleased to help with planning. The Commission 
on Education, which wants to further the pro- 
fessional development of AAGP members, will 
cooperate on such matters as academic standards 
and course credit. 

2. He asks the staffs of local psychiatric institu- 
tions to help. He and the psychiatric staffs to- 
gether explore curriculum questions, look for 
possible obstacles and difficulties, overcome 
those obstacles, select the place for the course 
and decide whether to augment the teaching 
staff by adding to it psychiatrists in private 
practice or in other psychiatric facilities. 

3. He asks other medical organizations to help 
plan and cosponsor the course. It is often useful to 
share responsibility for the course among the 
county medical society or societies in the area, 
the district branch of the American Psychiatric 
Association, the state medical association com- 
mittee on mental health and medical school 
psychiatry departments. However, a disadvan- 
tage of such multiple sponsorship is the compli- 
cated coordination and administration involved, 
but the advantages usually far outweigh this 
disadvantage. 

When a medical school cannot spare personnel 
from its regular staff to teach a course, one or 
more academically qualified local psychiatrists 
sometimes are appointed to the visiting staff of 
that school. Once they are so appointed, they 
conduct the course under medical school aegis, 
and the course gains academic supervision and 
prestige. 

4. The actual format of the course is adapted to 
the local situation. Since the kind of course offered 
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The family physician must learn the elements of psychiatric 
skill, see them demonstrated, discuss them with the group, 
then try them out in his own office. He will discuss his experi- 
ences and repeat the process until doing the right thing 
becomes second nature. 


varies with the personalities of those giving it and 
with other local conditions, one cannot design a 
standard course to give without modification in 
every locality. However, certain generalizations 
may broadly orient course-planning. 

The psychiatric skills the general practitioner 
needs are complex. Learning the discrete facts 
and principles which can be listed in textbook or 
lecture, however useful, just does not give him 
these complex skills. Effective psychiatric man- 
agement can no more be learned in the lecture 
room than can driving a car. The physician must 
hear descriptions of elements of psychiatric skill, 
perhaps see them demonstrated, discuss them 
with the psychiatrist and fellow family physi- 
cians, try them out in class and in his office, get 
into hot water and return for further discussion 
and guidance. This process must be repeated 
until doing the right thing becomes second nature. 

The small discussion group (15 students per 
teacher at most, and, ideally, fewer) has been 
widely accepted as a suitable teaching situation. 
In this academic approach, the group may or may 
not hear a brief lecture before starting its discus- 
sion. Under the psychiatrist’s leadership, the 
physician and his colleagues take up everyday 
problems from their own practices. They seek 
out the causes underlying those problems. Each 
analyzes his own and the others’ experience, 
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integrates the psychiatrist’s comments into his 
own thinking and thus gradually achieves under- 
standing. 

A certain interval between group sessions 
seems desirable. The interval is usually one week, 
but can be longer. During the interval, the physi- 
cian mulls the matter over in his mind and tries 
out new ideas in his daily practice. He usually 
finds that many things that seemed obvious in 
the group discussion are not so cut-and-dried in 
the consulting room, and that he needs more 
thought and guidance to understand the implica- 
tions of this new experience. For this reason, 16 
classroom hours spent in a two-day course of 
eight hours each day do not have the lasting 
value of the same amount of time spent in eight 
two-hour sessions spaced one week or more apart. 
However, this is not to say that such brief 
courses do not have definite value. 

One should emphasize, too, that some physi- 
cians without previous exposure to postgraduate 
psychiatric training seem reluctant to register for 
the on-going, once-a-week course. Perhaps any 
approach other than the old reliable two-day 
intensive seminar seems strange and untrust- 
worthy to them. Perhaps they fear that in a 
course where the student is expected to do most 
of the talking they will make fools of themselves 
before their colleagues or will have to listen to 
the others spout a lot of useless claptrap. It is 
sometimes useful to start an education program 
with a two-day course and then switch to an 
extended course after the physicians have seen 
the value of such training. 

The postgraduate course is often presented in 
one of two ways. In the first plan, a standard 
two-day seminar is offered, but at the same time 
plans are completed to offer a subsequent small 
group discussion-type course to those who want 
to go on beyond the first course. 

In the second plan, a discussion course is 
offered for a number of weekly sessions (ten is 
often the number, but six or eight may be initially 
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more attractive). It is announced that each ses- 
sion will comprise a 30-minute formal lecture on a 
specific, named subject, followed by 90 minutes 
of small-group discussion. 

Although many different guest speakers may 
present the formal lectures, a single psychiatrist 
usually stays with each small discussion group 
throughout a series of sessions. By meeting with 
his group each session, he becomes their mentor. 
As the physicians in the group get to know him, 
they gradually open up about the problems that 
are disturbing them the most. The resulting dis- 
cussion, stemming as it does from the students’ 
own practices (and of great personal concern to 
them), best fosters learning. 

The psychiatrist and general practitioners 
develop an easy-going friendship that encourages 
impromptu telephone calls about problems that 
won’t wait until the next group session. In this 
way, they apply principles of referral and con- 
sultation to the practical life situation and estab- 
lish a pattern of collaboration that continues 
after the course ends. This continuing family 
physician-psychiatrist relationship is one of the 
major values of the course. 

5. Financial considerations. The teachers should 
receive an honorarium. A registration or tuition 
fee should be charged just as it is for similar 
courses in other subjects. The more nearly self- 
supporting the course is, the more certain its 
future. The cost per student is relatively high 
because of the high teacher-student ratio; addi- 
tional funds may be necessary to supplement the 
registration fees. Academy members who find 
that development of a course requires some sup- 
plemental financial assistance are advised to con- 
tact the mental health committee chairman of 
their state chapter. He can recommend to his 
national regional advisor that a grant to support 
part of the course be made from a fund available 
to the Committee on Mental Health. 

6. Critique. Each series of sessions should be 
critiqued. This critique should not only determine 
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whether the students liked the course, but also 
should try to measure changes the sessions pro- 
duced in the students’ attitudes and skills. No 
entirely satisfactory method of such measure- 
ment has yet been worked out, but with all their 
limitations, critiques do provide ideas to improve 
courses. 

The general practitioner who helps initiate 
such a course will have his share of false starts 


and headaches. Pioneering was ever so. However, 
after he has helped give a few courses, he will look 
back upon his initial efforts with warm amuse- 
ment. But from the onset of the first course, he 
will know that he is filling a real need and helping 
sick people in his community, and as his experi- 
ence with this kind of training broadens, his 
contributions and satisfactions will broaden pro- 
portionately. 





WHAT OTHERS ARE SAYING... 


Double Talk 





ARTICLES about drug testing provide a rich source of euphemisms. Drucker has col- 
lected some routine samples and provided a pithy translation of each. For example: 

““*We determined to conduct a controlled comparative evaluation of the most 
commonly used agents in order to assay their respective advantages and disadvan- 
tages.’ 

“Translation: What else could we do with those samples? 

“* “Exhaustive perusal of the available literature revealed the paucity of experimen- 
tation in this area.’ 

“Translation: Nothing in this week’s JAMA. 

“Subjects were randomly selected without prior attention to inherent clinical 
variables.’ 

“Translation: We used anybody we could get. 

“* ‘Side effects generally occur as a result of personal idiosyncrasy rather than as a 
predictable response to the dosage level.’ 

“Translation: Be careful with this stuff. 

“‘ ‘Periodic determinations of variation in laboratory values revealed no significant 
alterations attributable to this modality.’ 

“Translation: He died in balance. 

“‘ ‘The precise mechanism through which the response is mediated has not yet been 
defined.’ 

“Translation: We don’t know what happened. 

“‘ ‘We gratefully acknowledge the cooperation, in many areas of this study, of the 
Blank Laboratories.’ 

“Translation: They paid us.” 

—U.S. Armed Forces Medical Journal, June, 1960. 
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Medical Building ‘Tax Trap” 





JOSEPH ARKIN, c.P.a. 


THE POSTWAR BOOM and housing shortage caused 
a move from overcrowded cities to the suburbs. 
Overnight, huge developments of private homes, 
apartment houses and garden-type projects were 
built. Business followed the trend and large drive- 
in shopping centers were built in suburbia. 

Members of the medical profession found it ex- 
pedient to open offices near their “‘run-away”’ pa- 
tients. Adequate space was not always available 
and a solution lay in the erecting of a small “med- 
ical center,’”’ a place where several doctors could 
pool the services of secretaries, technicians and 
nurses. Office and examining rooms could be 
shared on a split-time basis, with increased effi- 
ciency and decreased costs of operation and main- 
tenance. 

Many groups of doctors found it advantageous 
to pool their financial resources and own their 
own building rather than rent space from a real 
estate operator. The usual arrangement was for 
the formation of a corporation (funds advanced 
by sale of shares to participating doctors) to own 
and operate the building; for a copartnership to 
maintain a pathologic laboratory and an x-ray 
laboratory and to employ a staff for that purpose, 
and for each participating doctor to lease space 
for his practice from the corporation. 

This arrangement sounded ideal and found ac- 
ceptance in hundreds of communities throughout 
the country. 

However, whatever you do in everyday living 


A small medical center may be the physician’s dream, but unless he and his partners carefully check 
existing tax laws, it may also be his downfall. 
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and in the business world is affected by the factor 
of income taxes. Uncle Sam’s income tax sleuths 
checked the books of one such corporation oper- 
ating a medical building and came up with this 
twist—one that could conceivably create chaos in 
a large segment of the medical profession. 

A corporation which receives at least 80 per 
cent of its gross income from sources which are 
deemed to be “personal holding company” in- 
come, and at any time during the last half of the 
year more than 50 per cent in value of its out- 
standing stock is owned, directly or indirectly by 
or for not more than five individuals is considered 
to be a personal holding company. 

This gives rise to fantastically high tax rates— 
almost equal to confiscation. A personal holding 
company, in addition to the regular income tax 
rates of 30 to 52 per cent pays 75 per cent on 
profit up to $2,000 and 85 per cent on all profits 
over $2,000. 

A recent tax court case (883TC 101), decided 
under the Internal Revenue Codes of 1939 and 
1950, brings the dangers involved into sharp focus. 

Nine doctors and one dentist owned shares in a 
corporation formed for the purpose of construct- 
ing and operating a medical center building. The 
nine doctors formed a partnership to operate a 
medical laboratory and an x-ray laboratory. The 
copartnership paid rent, as did each of the doctors 
and the one dentist. 

Rents are not one of the items considered as 
personal holding company income except that 
where 25 per cent or more of the corporation’s 
outstanding stock is owned by the tenants, the 
rents are then considered to constitute personal 
holding company income. However, these rents 
would not constitute personal holding company 
income if they were received for use of the cor- 
poration’s property by the lessee in the operation 
of a bona-fide commercial, industrial or mining 
enterprise. 

Because the nine doctors were partners, they 
were legally considered as one stockholder and, 
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together with the dentist, added up to Jess than 
five stockholders. Therefore, the corporation 
became subject to taxation as a personal holding 
company. 

The question here: Is the practice of medicine 
to be construed as being a commercial enterprise 
within the thinking of the congressional com- 
mittee writing the “relief’’ provision? 

The government contended that this was not 
the case. However, the court held that Congress 
wanted to prevent tax avoidance when passing 
this punitive legislation, but actually considers 
the practice of medicine (as well as other pro- 
fessions) to be engaging in a “‘trade or business” 
and, hence, coming within the definition of the 
word commercial. 

To bolster its contention, the government 
quoted Webster’s New Collegiate Dictionary (2nd 
Ed., 1958): Commercial: “‘of or pertaining to com- 
merce, mercantile; Having financial profit as the 
primary aim.” 

While to some, the practice of medicine may 
not have the production of income as one of its 
primary aims, it would be ignoring realities to say 
that a doctor (or any other professional man) 
does not, in all good conscience, have the pro- 
duction of a livelihood for himself and his family 
as one of his primary motives in the practice of 
his profession. 

In this situation, the court held for the tax- 
payer, but the government has not as yet an- 
nounced whether or not it will take the case to a 
higher court to seek reversal. 

The Internal Revenue Code of 1954 liberalized 
the rules concerning the question of rents received 
from tenants, who are also stockholders. It would 
be to the advantage of all doctors who presently 
own shares in corporations operating medical 
center buildings to review the tax consequences 
in view of the government’s announced intention 
to seek additional taxes through the imposition 
of the public holding company tax upon a medical 
building corporation owned by the tenants. 
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Medical Opinion on Future Pain 


STANLEY D. ROSE 


IN MOST personal injury cases, apart from the 
really minor claims, the plaintiff alleges that he 
will endure future pain and suffering. This is a 
proper element of compensible damage. An opin- 
ion as to the certainty, probability or possibility 
of such future pain is definitely a medical issue, 
and should be decided in accordance with the 
medical evidence on the issue as it is presented 
in the medical reports or by the doctor at the 
trial. The key factor in the final decision will be 
the degree of assurance that the medical witness 
exhibits in making the assertion that there will 
be future pain. 

This assurance can be introduced into the case 
in various ways. The doctor’s opinion may be 
expressed in a medical report submitted for settle- 
ment purposes, or the doctor himself may testify 
at a trial. If he has previously submitted a report 
that was made available to the other side, he may 
be called upon to explain any discernible diver- 
gences between his written opinion and his spoken 
testimony. 

After the doctor has testified, the trial judge 
may instruct the jury on the conditions which 
must be satisfied before they can make an award 
to the plaintiff for future pain. If the trial was 
one without a jury, the judge himself must de- 
cide upon the degree of certainty with which 
the evidence was presented that the plaintiff will 
suffer future pain. All of these situations occur 
all of the time in this type of litigation. The one 
that most frequently gets tested by appeal to a 
higher court is that involving a judge’s instruc- 
tions to the jury. We have had the most expres- 
sions of judicial opinion on this latter type of 
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case, but it should be clear that the principles 
governing any one of these situations are appli- 
cable to all the others whenever the issue of the 
certainty of future pain arises. 

One of the over-all objectives of a negligence 
lawsuit is usually to have a decision made with 
respect to future pain. This decision should be 
made on the basis of informed medical opinion 
which must be actually introduced into the evi- 
dence at the trial. The jury will be told to look 
at that specific evidence just as the judge and the 
opposing lawyers look at it. If the evidence was 
not introduced, the jury will not be permitted to 
speculate as to the possibility or probability of 
such pain. Speculation mingled with sentiment 
and pity would produce results utterly without 
foundation in fact. 

Turning now to the sequence at the trial, the 
doctor (having made his examination of the in- 
jured plaintiff and drawn his conclusions as to the 
consequences of the injury) should now be willing 
to assert that his patient will have future pain. 
This should be actual future pain, not future 
disability, impairment or inconvenience. All of 
these are separate elements of damage. The total 
award will consider all of these elements. Having 
made up his mind as to pain, however, the doctor 
is not allowed to advance his assertion quietly 
and humbly. He must announce that the pain 
will appear “in all likelihood” or that he has a 
“reasonable certainty” that the pain will be en- 
dured. A concession is made to the nature of 
things and the doctor does not have to be “‘abso- 
lutely certain” that this particular patient will 
have the pain. 

This is not a lawyer’s quibble and there are no 
magic words involved. The reality is the degree of 
certainty or assurance expressed by the doctor. 
The judge’s instructions are intended to describe 
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If the physician has submitted a report that was made avail- 
able to the other side, he may be called upon to explain any 
differences between his written report and his spoken testimony. 


this reality. It would be difficult for a medical wit- 
ness to say with vehemence and passion: “It is my 
considered professional opinion that this plaintiff 
may suffer pain in the future.” No trial court 
would be permitted to instruct a jury that it 
could award damages for future pain if it merely 
thought that the plaintiff might suffer such pain 
in the future. Damages are not given for possible 
or barely possible future pain, barely probable 
pain or pain that may be suffered. The jury 
cannot consider pain that the plaintiff is “likely 
to suffer” nor can it decide on the basis of “what 
it believes from the evidence.”” The pain must be 
known to be reasonably likely, quite probable 
and/or reasonably certain. It is also important to 
remember that this future pain must be a direct 
and proximate result of the alleged negligent act. 

Nor is this award to be based upon the dra- 
matic aplomb of the doctor. A fine voice describ- 
ing the torments and agony that lie ahead for the 
plaintiff may carry little weight after the owner 
of the voice has been subjected to interrogation 
by the plaintiff’s attorney as to the basis for the 
assertion that such dire consequences are in- 
evitable. 
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Certainty of the Diagnosis 


The principle to remember at this point is that 
precision in prediction as to future pain can be 
no better than the precision in diagnosing what 
the ailments or injuries of the plaintiff are. If 
the physician has isolated the present pain and 
the present trouble, he should then be in a 
position to say that in these specific types of 
cases there will probably be pain in the future 
and it will probably be pain of a definite type. 
The ability to predict pain is a direct function 
of the ability to determine the cause of the pres- 
ent complaint. Hence, the quality of the medical 
testimony with respect to future pain will be in- 
timately related to the quality of the testimony 
as to what had happened to the plaintiff. The 
governing principle here is that opinion, like 
water, can rise no higher than its source. 

Suppose the doctor can describe no clearly 
understandable clinical derangement but does 
testify to the existence of a medley of subjective 
symptoms. If he also opines that future pain is 
reasonably certain, he is, in effect, predicating his 
assertion of future pain on a basis of which he 
has no certain knowledge. He is speculating as to 
future pain. His speculation is as undesirable as 
speculation among the jurors. A competent at- 
torney can bring out the unsound nature of such 
a situation clearly and forcibly. The doctor has 
no real cause to complain when it is demonstrated 
that his conclusions have no real foundation in 
medical knowledge. If candor in diagnosis is ad- 
visable, it is equally advisable that there be can- 
dor and prudence in assessing and asserting the 
consequences of the injury. 

It is a lack of candor that causes a good deal 
of the trouble with medical testimony. In a not 
unusual situation, the plaintiff’s doctor will state 
the nature of the injury and predict intense pain 
in the future as a reasonably certain result of the 
injury. The defendant’s doctor will affirm the ex- 
istence of assorted subjective complaints but will 
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then conclude that there is no objective explana- 
tion to account for these varied claims of trouble. 
He will then, of course, query the certainty of 
future pain. Unfortunately, however, this same 
doctor will frequently be unwilling to state pub- 
licly what he really thinks. To the defending 
lawyer, this is a frustrating experience in which 
he senses something very much like irresponsibil- 
ity on the part of his own doctor. To the defend- 
ing doctor, the situation is one where he may 
hesitate to testify that his professional colleague 
is apparently totally wrong in both his diagnosis 
and prognosis. Or it may be that the doctor hesi- 
tates openly to charge an injured person with 
malingering. The difference in expert opinion 
here has arisen out of a dispute in diagnosis. In 
this example, the plaintiff’s doctor may have 
over-reached himself. We will assume that if his 
diagnosis is correct, future pain will, in fact, be 
a certainty. But in the face of an opposing expert 
opinion, this doctor may expect trouble from 
either the opposing medical expert or the defend- 
ing attorney. 





Since our legal system is still founded upon 
litigation by adversary proceeding, the plaintiff 
has the burden of proving his allegations of negli- 
gence and physical injury. Within limits, the 
plaintiff may introduce whatever evidence he 
deems necessary to sustain his burden. If his 
doctor supports this effort, he must understand 
that efforts will be made to rebut every issue of 
the plaintiff’s case, with particular attention given 
to the claims of damage. Prudence on the part of 
the doctor is therefore essential in order to avoid 
getting into an untenable position. 

It may be the better system to remove this 
aspect of the evidence from the arena of the ad- 
versary proceeding by having the medical evi- 
dence in a trial presented by an impartial panel 
whose responsibility is primarily to the court and 
not to either side in a lawsuit. But until such 
practice becomes more widespread than it is to- 
day, the doctor’s best course is not to get in- 
volved, emotionally or otherwise, with either side 
and to present his professional opinion exactly 
as he has formulated it. 





Increased Rate of Cost 
for Medical Care 


UNITED STATES Department of Labor statistics show 
that the cost of medical care has risen at a faster 
rate than the cost of living during the 1950’s. Based 
on the 1947-49 index, both hovered around 111 in 
1951 but by March, 1960, the cost of living had risen 
to 125.7, the cost of medical care to 155. Rising hos- 
pital care costs account for a sizeable portion of the 
medical care cost increase. 


Courtesy WALL STREET JOURNAL, May 10, 1960 
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Synopsis of Gynecology. 

By Robert J. Crossen, M.D., Daniel W. Beacham, M.D. 

and Woodard D. Beacham, M.D. Pp. 340. Price, $6.50. 

C. V. Mosby Company, St. Louis, 1959. 

IN the preface to the first edition of this book, the 
authors state: ““No doubt the practicing physician 
will find it helpful as a guide to the understanding of 
the pelvic disturbances he may encounter; or as a 
compact presentation of the outstanding features of 
this interesting department of medical knowledge.” 

A careful perusal of this concise presentation of 
gynecology proves the point made in the preface: 
It is an interesting guide. It is not a compendium 
of gynecology but, as clearly stated, a synopsis. In 
its 340 pages, the authors not only have approached 
every conceivable avenue of gynecologic physiology 
and pathology but also have presented their material 
in such an interesting manner that it is no dull chore 
to read. 

Physiologic aspects are covered in the first two 
chapters, which deal with anatomy and the technique 
of re-examinations. Pathologic material is presented 
in 14 other chapters, which include discussions of 
diseases, disturbances of function and infertility. 
There is even a short chapter on medicolegal points 
in gynecology, with excellent bibliography. 

While this book must have some imperfections, I 
fail to find them. As a busy general practitioner who 
must deal with facts, not theories, I strongly recom- 
mend it as a valuable addition to the medical 
library. — ROBERT M. MYERS, M.D. 


Synopsis of Ear, Nose, and Throat Diseases. 

By Robert E. Ryan, M.D., William C. Thornell, M.p. and 

Hans von Leden, M.D. Pp. 383. Price, $6.75. C. V. Mosby 

Company, St. Louis, 1959. 

THE material in this book is presented as a synopsis 
and not as a textbook. It provides the symptoms, 
etiology and treatment of diseases, with a good sum- 
mary at the end of each disease class. The authors 
describe the diseases with well-rounded knowledge 
and without the full detail that otolaryngologists 
might be concerned with. 

I think the book was written with consideration 
of the problems of general practitioners as well as 
for medical students who want basic information 
Without excessive detail. Each chapter is well organ- 
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ized and I cite as one example the chapter on prob- 
ably the commonest ear-nose-throat disease that is 
treated by general practitioners: acute and, espe- 
cially, chronic sinusitis. The information given on 
the etiology, symptoms and treatment of this disease 
is extremely concise. 

It is a trend in the teaching of general practitioners 
to present everyday problems. In some instances this 
book could be improved by inclusion of material on 
the commoner conditions seen by the general prac- 
titioner and by exclusion of descriptions of the 
rarer diseases which are of concern only to the 
otolaryngologist. — RALPH E. CRoss, M.D. 


Adolescent Aggression. 

By Albert Bandura and Richard H. Walters. Pp. 475. 

Price, $7.50. The Ronald Press Company, New York, 

1959. 

THIS BOOK is a report of a study by Bandura and 
Walters on the influence of child training practices 
and family interrelationships. The study group was 
composed of 30 aggressive adolescent boys and 30 
control boys. 

The aggressive boys were contacted through the 
county probation service and the guidance depart- 
ment of the major school district of the county. 
While many of the available boys presented a repeti- 
tive, antisocial, aggressive behavior pattern that had 
brought them into conflict with law or school authori- 
ties, only those who came from unbroken homes in 
nondeteriorated, nondelinquent neighborhoods and 
who had at least average intelligence were con- 
sidered for the study. 

The control boys, selected from two large high 
schools, were between the ages of 14 and 17. In the 
opinion of their school counselors, they were neither 
markedly aggressive nor markedly withdrawn. Boys 
with histories of delinquent or disruptive behavior 
and those who were social isolates were not con- 
sidered. Those in the chosen group compared with 
the aggressive boys in respect to age, intelligence, 
status of the father’s occupation and area of resi- 
dence. 

General findings of the study were: The aggressive 
boys expressed their hostilities in a much more 
direct and uninhibited manner than did the control 
boys, particularly outside the home. They were more 
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Occupational Diseases 
& Industrial Medicine 


A BRAND NEW BOOK BY 


Rutherford T. Johnstone, M.D., & Seward E. Miller, M.D. 


From primary concern about the broken back, the burn, or the 
sprain, the scope of today’s industrial medicine has widened to 
include the effect of chemical exposure, air pollution, radiation, 
emotional stress, absenteeism, insurance and disability prob- 
lems, etc. You’ll find all these subjects covered in detail in this 
up-to-date new book. It was written to help you manage the 
occupational diseases and disorders met by the modern physi- 
cian. The authors utilize a familiar clinical approach—etiology, 
signs and symptoms, pathology, physiology, diagnosis, treatment 
and follow-up care—in discussing disorders ranging from skin 
diseases to the various pneumoconioses. 

They describe a sensible and workable method of estimating 
temporary or permanent disability (an increasingly frequent 
medico-legal problem). You’ll find a beautifully organized de- 
scription of the manner in which inhaled gases accumulate in 


Job Hazards—/rom the housewi/:’s 


to the miner’s 


Industrial Disorders—from skin 
allergy to radiation sickness 


Toxic Substances—/rom commer. 
cial detergents to solid rocket fuels 





body tissues and how they are eliminated. Extensive information 
is contained on the diagnosis, disability and treatment of toxic 
states resulting from undue exposure to common pesticides. A 
wealth of case histories illustrate industrial health hazards and 
diseases paralleling those you are most likely to meet—covering 
history of exposure, signs and symptoms, laboratory studies, 
and frequently autopsy findings. A 15 page Glossary of Indus- 
trial Terms helps to familiarize you with the jargon, materials 
and equipment used in various industries—thus speeding your 
understanding of the patient’s complaint. 

By Ruruerrorp T. Jounstone, M.D., Consultant in Industrial Medicine, Clinical 
Professor of Preventive Medicine and Public Health and Clinical Professor of 
Medicine, University of California at Los Angeles; and Sewarp E. MILLER, M.D., 
Director, Institute of Industrial Health, Professor of Medicine, Medical School, 
Professor of Industrial Health, School of Public Health, University of Michigan, 
Ann Arbor. 482 pages, 634” x 9%", illustrated. About $11.50. New—Just Ready! 





Fig. 25. Gauntlet for carpal navicular fracture with head in position of 
function. Metacarpophalangeal joints and terminal thumb joint should be 
free. Upper end should be just distal to elbow joint. 


1. Outline of Treatment of Fractures 


This pocket-size manual has served physicians as a quick refer- 
ence since 1931. Completely up-to-date for this New (7th) 
Edition, the book covers general principles of fracture manage- 
ment, examination, diagnosis, and ready-to-use information on 
treatment for specific fractures of the face, shoulder, elbow, 
spine, pelvis, hip, ankle, foot, etc. There are important new 


Just Revised 
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of Surgeons — 

Trauma Manuals 





chapters on anesthesia, facial injuries and care of the patient 
with multiple injuries. Other sections include proper use of 
x-ray techniques in each common type of fracture, and re- 
habilitation. 


> the Committee on Trauma, AMERICAN COLLEGE OF SuRGEONS. 137 es, 54 "x 
84", illustrated. Paperbound. About $1.75. New (7th) Edition—Just Ready! 


2. Manual on Early Care of Soft Tissue Injuries 


Now in handy outline form, this pocket manual has been com- 
letely rewritten for this New (2nd) Edition. Contributions from 
eading authorities throughout the country have been incor- 
porated. Specific management methods are given for: open 
wounds—hemorrhagic hcch—setanil injury—spinal cord le- 
sions—burns—etc. A new chapter on “Bites” gives quick help 


for human bite wounds, animal and snake bites. Many new 
illustrations have been added, and particularly important revi- 
sions have been made in the chapter on tetanus and its pro- 
phylaxis. 

By the Committee on Trauma, American COLLEGE OF SURGEONS. About 200 pages, 
5" x 84", illustrated. Paperbound. About $2.25. New (2nd) Edition—Just Ready! 


3. Above Two Manuals in Combined Form 


A handsome hard-bound volume incorporating both of these manuals in a single indexed reference source. 


About 350 pages, 54" x 84”, illustrated. About $5.50. Just Ready! 


an ee —————_—___-—------_____-_-—_-----— 


W. B. SAUNDERS Company, West Washington Square, Phila. 5 


Please send and charge my account: 
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openly antagonistic to authority and less positive 
in their feelings toward their peers. They felt some- 
what rejected by both parents but retained a good 
deal of affection and respect for their mothers. They 
were critical and resentful of their fathers, with whom 
they showed only limited indentification. They were 
markedly distrustful; they feared and avoided situa- 
tions in which they might have become emotionally 
dependent on others. Their sexual behavior was likely 
to be less inhibited than that of the average adoles- 
cent and they tended to confound sex and aggression. 
Aggressive and sexual behavior aroused in them 
fewer guilt feelings than in the control boys. 

In general, their impulses were more likely to be 
controlled by fear than by guilt. Their behavior was 
apparently self-defeating, because it alienated them 
from the affection of which they already felt de- 
prived and brought them under more direct control 
of the authority figures, whom they distrusted and 
resented. 

The results of the study are summed up in the last 
chapter, “‘Antisocial Aggression: An Overview.” In- 
terview schedules, rating scales and thematic de- 
viation tests are given in the appendices. 

This book can be of great use to the general prac- 
titioner interested in pediatrics or to any other 
physician who deals with adolescents on a long-term 
basis. — WILLIAM E. LOTTERHOS, M.D. 


Interpersonal Relationships in the Hospital. 

By Warner F. Bowers, M.D. Pp. 125. Price, $5. Charles 

C Thomas, Springfield, Ill., 1960. 

THIS BOOK is designed primarily to assist interns, 
residents and young physicians in meeting human 
relations problems in practice. While the title implies 
that the scope is limited to hospital relationships, 
the discussion on handling of patients applies to 
office and home practice as well. However, as stated 
in the preface, the book grew out of the author’s 
efforts to assist new intern groups in their doctor- 
patient relationships. Consequently, the emphasis, 
is indicated by the title, is on interpersonal relation- 
ships in the hospital. 

The book is organized into short chapters, each 
covering an aspect of the doctor-patient relationship 
common to all doctors in clinical practice. Such dis- 
cussions as how to handle a malingerer, how to deal 
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with the “difficult” patient and how to manage 
hostile relatives should be interesting to many prac- 
ticing physicians, as well as to interns and residents. 

The section on consultations and referred cases is 
of significance to general practitioners. The author 
states that in recent years there has been a shift 
of interest among interns, with an increasing desire 
for general practice. He also points out that the inter- 
personal relationship between general practitioners 
and specialists is filled with misunderstanding and 
lack of mature thought. He emphasizes that the 
specialist usually sees the patient late, after the 
diagnosis has become readily apparent, and there- 
fore should keep in mind that early cases are difficult 
to diagnose. He admonishes the specialist to realize 
that the family doctor is the medical team member 
placed in the most forward position but that he is 
nonetheless a team member. 

The physician who has been in practice a few 
years will have acquired an understanding of inter- 
personal relations from experience but the young 
physician will obtain some valuable help from this 
book. —CHARLES E. NYBERG 


Atlas of Roentgenographic Positions. 

2nd ed. 2 vols. By Vinita Merrill. Pp. 663. Price, $32.50. 

C. V. Mosby Company, St. Louis, 1959. 

VINITA MERRILL’S Ailas of Roentgenographic Posi- 
tions has been a standard work for x-ray technicians 
for more than a decade. As its title indicates, it deals 
exclusively with positioning of the patient for satis- 
factory radiographs. 

This text will not teach anyone how to become 
an x-ray technician. The atlas does not contain in- 
formation on such data as exposure techniques be- 
cause too many variable factors are involved, de- 
pending on the type of equipment. I consider this 
limitation an advantage, for a person handling radio- 
graphic equipment is expected to be familiar with the 
basic electrical factors. If the operator understands 
the equipment (and this may be the general practi- 
tioner or the highly-trained x-ray technician), then 
this text admirably explains how to prépare the 
patient and how to position him. 

Positioning of the patient is based on under- 
standing of anatomy and of the clinical problem. 
Superb photographs in the atlas show the exposure 
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The key word is PRACTICAL .. . 


CARDIAC AUSCULTATION 
Including Audio-visual Principles— 2nd Edition 


By J. Scott Butterworth, M.D., Maurice R. Chassin, M.D., Robert 
McGrath, M.D., and Edmund H. Reppert, M.D. (104 pp., 68 illus., $6.25) 


Reviewers and readers alike have hailed this monograph’s 
PRACTICAL approach—particularly to the general practi- 
tioner, who sees the heart patient first. 


Said GP: “The book is concise and so designed that it could be of 
practical nature to the practicing physician.” 


Arch. Int. Med.: “‘clear, concise, meaningful . . . (a) fresh ap- 
proach to a subject basic to the practice of medicine.” 


J.A.M.A.: “What can be learned from careful auscultation of the 
heart in many diseased conditions is given in detail . . . to the 
practitioner who may have become a bit rusty on cardiac ausculta- 
tion.” 


The newly published 2nd edition has enlarged upon these 
practical qualities, and may be ordered ‘‘on approval,” for 
your examination, directly from 


GRUNE & STRATTON, publishers 


Suite 1401, 381 Park Avenue South 
New York 16, New York 
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You can obtain a supply of the con- 
sultation forms at cost—$1 per pad 
of 100 forms—from the headquarters 
office: American Academy of Gen- 
eral Practice, Volker Boulevard at 
Brookside, Kansas City 12, Missouri. 
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to be anticipated from specific positioning. The 
proper preparation of the patient for examinations 
is discussed. Each chapter is illustrated with ex- 
cellent anatomic diagrams. 

This second edition of the book presents numerous 
new positions and new illustrations. The bibliography 
has been brought up to date. An index for both vol- 
umes has been included in each volume—a great 
convenience. Every general practitioner who does 
a moderate amount of radiographic work in his 
office will find great help in these two reasonably- 
priced volumes. — PHILIP THOREK, M.D. 


Pictorial Handbook of Electrocardiography. 

5th ed. By Harris Sklaire, M.D. Pp. 67. Price, $8.50. 

Northern Publishing Company, Rouses Point, N.Y., 1960. 
THIS BOOK is apparently intended to be a simple 
presentation of electrocardiography, explained (to 
quote the author’s foreword) from the “electrical 
point of view.” Unfortunately, only an “electrical 
point of view” is presented. Nowhere in the text 
is any attempt made to discuss known anatomic and 
hemodynamic properties of the heart which are 
basically responsible for the electric phenomena 
recorded by the electrocardiogram. Consequently, 
this book reduces the study of electrocardiography 
to the chore of memorizing patterns (a method of 
study to be avoided if thorough understanding of a 
subject is desired). 

The material is poorly organized. The illustrations, 
roughly sketched by hand, actually detract from the 
reading matter. 

This book is not recommended either for the be- 
ginner or for the advanced student of electro- 
cardiography. —EDMUND H. REPPERT, M.D. 


Pharmacology and Therapeutics. 
4th ed. By Arthur Grollman, M.D. Pp. 1,079. Price, $12.50. 
Lea & Febiger, Philadelphia, 1960. 
No FIELD OF MEDICINE is changing so rapidly as 
pharmacology. That is why Dr. Grollman has made 
a complete revision of his standard textbook in two 
years. Many new drugs are developed each year and, 
in addition, investigative work in the laboratories 
of medical colleges and pharmaceutical houses has 
resulted in a mass of information about new and 
old drugs. Considerable progress has been made in 
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recent years on the action of drugs at the cellular 
level. 

Dr. Grollman’s task in sorting out the wheat from 
the chaff has not been an easy one. He is to be con- 
gratulated on the good job he has done. Pharmacology 
and Therapeutics is an up-to-date book which in- 
cludes references to material only recently published. 
For instance, as well as describing the action of 
chlorothiazide as a diuretic and hypotensive agent, 
the text also considers the effects of the new cogeners 
such as hydrochlorothiazide, flumethiazide and 
hydroflumethiazide, which became available only 
a few months ago. 

This textbook of pharmacology is prepared pri- 
marily for the medical student. Because it is so com- 
plete and well written, it is also a good reference 
work for practicing physicians. 

—ARTHUR C. DEGRAFF, M.D. 


Atlas and Manual of Dermatology and Venereology. 

By Professor Dr. W. Burckhardt. Translated and edited by 

Stephan Epstein, M.D. Pp. 276. Price, $14. Williams & 

Wilkins Company, Baltimore, 1959. 

THis book purports to be an atlas and a manual— 
and it is. The 172 illustrations, 99 of them in color, 
are praiseworthy on the several counts of discerning 
selection, portrayal of what is typical and photo- 
graphic excellence. The color plates are of remarkable 
fidelity in contrast with the garish and unrealistic 
representations in many texts, as well as in one’s 
wastebasket mail. Almost every one of the plates is 
fine; some of them are superb. The textual material is 
likewise outstanding. It is clear and intelligible, brief 
yet adequate, sound and practical, and contempo- 
rary. 

Dr. Stephan Epstein, of the University of Min- 
nesota School of Medicine, has translated the text of 
the Zurich author into English, so that one learns 
from the preface, not from the text, that the book 
was originally in German. I concur with Dr. Epstein 
that this combination of an atlas containing mag- 
nificent color pictures with a concise, modern text at 
a price within reach should be welcome to American 
physicians, designed as it is for general practitioners, 
students and nondermatologic specialists. It merits 
high recommendation. 

— RICHARD L. SUTTON, JR., M.D. 
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the latest 
information 


on diagnosis and treatment of 
pediatric blood diseases and 
common infectious diseases 


Ready Soon! Smith 


BLOOD DISEASES OF 
INFANCY AND CHILDHOOD 


Here is a new book written by a world renowned figure in 
diatric hematology. It presents all of the salient features of 
lood dyscrasias against the background of normal develop- 
ment of infancy and childhood. You’ll find it emphasizes the 
pathogenesis of pediatric hematologic disorders in the light of 
established concepts as a basis for rational treatment. Each 
disease is clearly and concisely described to include definition, 
pathogenesis, clinical features, laboratory findings, pathology, 
diagnosis, treatment and prognosis. Much of the information is 
new and many of the topics appear for the first time in a book 
dealing exclusively with pediatric hematology. Representa- 
tive of the new topics included are the following: Hyperbiliru- 
binemia in early life due to enzymatic deficiency; paper and 
starch electrophoresis in the diagnosis of hereditary hemo- 
globinopathies; and primaquine-sensative erythrocytes in the 
hemolytic anemias. 
By CARL H. SMITH, M.A., M.D., Professor of Clinical Pediatrics, Cornell Uni- 
versity Medical College, N.Y., N.Y.; Attending Pediatrician, The New York 
Hospital, N.Y., N.Y. Ready October, 1960. Approx. 512 pages. About $14.50. 


New 2nd Edition! Krugman-Ward 


INFECTIOUS DISEASES OF 
INFANTS AND CHILDREN 


Concise yet complete, this book is a practical reference for 
pediatricians and general practitioners on the etiology, pathol- 
ogy, clinical manifestations, diagnosis and therapy of each of 
the more common infectious diseases that are prevalent today 
among adults and children. You’ll find many new chapters 
have been added, including “Acute Respiratory Infections,” 
Rabies” and one on “Enteroviral Infections” which groups 
poliomyelitis and Coxsackie virus infections together with a 
new section on ECHO viruses and the clinical symptoms they 
cause. This new edition contains beautifully illustrated factual 
descriptions all well supported by up-to-date discussions of 
etiologic agents, epidemiology and immunity. 

By SAUL KRUGMAN, M._D., Professor and Chairman, Department of Pediatrics, 
New York University College of Medicine; and ROBERT WARD, M.D., Pro- 
fessor and Head, of Pediatrics, U of Southern California 
School of Medicine. Ready October, 1960. 2nd edition, approx. 400 pages, 
6%" x 9%", 55 illustrations and 7 color plates. About $12.75. 


Satisfaction Guaranteed! 
Order on 30 Day Approval From 


The C. V. MOSBY Company 


3207 Washington Bivd., St. Louis 3, Mo. 
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protection 


against premature aging... 


ELDEC 


mineral-vitamin-hormone supplement 


KAPSEALS® 


ELDEC Kapseals help offset the disorders 
of advancing age for the patient now in his 
middle years. Supplying numerous valu- 
able dietary and metabolic factors, ELDEC 
Kapseals provide the patient with compre- 
hensive physiologic supplementation to 
meet the threat of nutritional and hor- 
monal deficiencies ...aid him in meeting 
the problem of declining health during 
the years ahead. With ELDEC Kapseals, 
the patient can plan ahead for tomorrow 
with a greater assurance of good health 
and well-being. 
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Smoking and Health. 

By Alton Ochsner, M.D. Pp. 108. Price, $3. Julian Mess- 

ner, Inc., New York, 1960. 

Smoking and Health is a compilation of evidence— 
statistical and pathologic—which should convince 
the reader that tobacco smoke causes cancer and 
heart disease, affects the pregnant woman and the 
unborn child and (not of negligible consequence) is 
conducive to impotence. 

The expert reports from the American Cancer 
Society and American Heart Association and papers 
in English and American specialty journals have 
persuaded me that suggested legal steps should be 
taken to warn consumers of the hidden lethal dangers 
of smoke. I think tobacco advertising in television, 
newspapers, periodicals and other media should be 
compelled to carry adequate warning of the certain 
danger inherent in this poison. 

Anyone who wants to continue smoking should 
avoid this book. It is factual, well-written and docu- 
mented with references strongly supporting the ob- 
vious conclusion of nicotine toxicity. 

— MARSHALL O. HART, M.D. 


Clinical Obstetrics and Gynecology. 

Vol. 2, No. 4. Edited by S. G. Gusberg, M.D. and Edwin 

De Costa, M.D. Pp. 298. Price, $18 yearly. Harper & 

Brothers, New York, December, 1959. 

THIS QUARTERLY PUBLICATION presents seminars on 
specific subjects in obstetrics and gynecology. The 
December, 1959, issue is divided into two parts: 
“Cesarean Section’ and ‘‘Advances in Gynecologic 
Surgery.” 

The first part begins with the iconoclastic state- 
ment that Cesarean sections are not so named because 
Caesar was delivered by section. (Next thing you 
know, someone will say the stork has nothing to do 
with obstetrics.) 

The contributors then discuss indications, surgical 
techniques, anesthesia, delivery following section 
and post-mortem section. The consensus still seems 
to be “‘once a section, always a section.” 

The portion on gynecology deals with such sub- 
jects as congenital defects, operations for infertility, 
habitual abortion, endometriosis, vaginal hysterec- 
tomy, vaginal plastics and pelvic exenteration. 

The material is covered very adequately and there 
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is little of the repetition that so often occurs in books 
by many authors. The illustrations are clear and 
accurate. 

No mention is made of the moral problems in- 
volved in certain procedures, such as hysterectomy 
following section, tubal ligation and “shelling out’’ 
ectopic pregnancy. 

This series will be useful reference material and 
valuable to those whose chief interest is obstetrics 
and gynecology. The average general practitioner 
will probably be better served by good standard 
texts in the field. _—BERNARD P. HARPOLE, M.D. 


Diagnostic Radioisotopes. 

By Charles A. Owen, Jr., M.D. Pp. 425. Price, $15.75. 

Charles C Thomas, Springfield, Ill., 1959. 

IN THIS BOOK the author reviews the diagnostic as- 
pects of radioactive isotopes. A discussion of therapy 
is not included. Physiologic principles as well as 
radioisotopic techniques are considered in detail. 

In the first 55 pages Dr. Owen discusses some of 
the more technical aspects of the use of radioisotopes, 
such as counting units, standardization of equipment 
and physical decay of isotopes. Of greater interest 
to the practicing physician are the sections dealing 
with radioisotopes in metabolism and hematology. 
The section on metabolism, largely a discussion of 
iodine metabolism and the measurement of thyroidal 
function, is the best that I have read. Physicians 
will be using radioactive iodine more than protein- 
bound iodine for the diagnosis of thyroid gland dis- 
eases. This chapter will help every physician under- 
stand the normal and abnormal physiologic processes 
of the thyroid gland and how these can be measured 
with radioisotopes. 

The section on hematology reviews the use of 
radioisotopes in the measurement of erythrocyte 
and plasma volumes, erythrocyte survival time, iron 
metabolism and tests for pernicious anemia. Locali- 
zation of tumors, studies of the gastrointestinal tract 
and the cardiovascular system and general charac- 
teristics of radioisotopes and radiation are also 
discussed. 

Every physician concerned with the diagnostic use 
of radioisotopes will want to own this book. The 
general practitioner will find the sections on the use 
of radioisotopes in problems of metabolism and 
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help make 
the years of maturity 
years of health... 


ELDEC 


comprehensive physiologic supplement 


KAPSEALS® 


Physiologic Prophylaxis 

- 10 important vitamins plus minerals to help 
maintain cellular function and to correct 
deficiencies 

- protein improvement factors to help com- 
pensate for poor food selection 

- digestive enzymes to aid in offsetting 
decreased natural production 

- steroids to stimulate metabolism and prevent 
or help correct protein deficiency states 
Packaging: ELDEC Kapseals are available in bottles of 100. 
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» Sleepers 


ay 


» Russian investigators have found that 
treatment with artificial sleep can rejuvenate 
animals. One dog, ‘‘naturally’’ senile, was 
restored to vigor through sleep ; rats and 
monkeys made prematurely senile through 
exhaustion of the cortical cells were also 
rejuvenated by sleep. 


= A new electronic device has been invented to 
simulate the sound of falling rain. This is the 
most hypnotic of all sounds—according to 
the manufacturer. 


= ‘‘Sleeping at Church ; or How to Avoid It’’ 

was a matter of comment in The Boston Patriot 

in 1813. ‘‘.. . notwithstanding the previous 
determination to be attentive . . . sleep with all 

its alluring and irresistible enticements will 
occasionally overtake and as certainly over- 
power....’’ The remedy: “‘.. . use of that 
ENLIVENING and highly approved, Aromatic, 
Fragrant Composition called ‘HEAD-ACHE SNUFF.’ ’’ 


Whenever sleep is the immediate need, prescribe 
Lotusate®. This somnifacient brings sleep in 

from fifteen to thirty minutes—sleep that lasts 
for six to eight hours. Patients awaken refreshed, 
without lethargy. Lotusate looks different in 

size, shape and color. Its slender purple Caplets® 
will be a welcome change to the patient. 


thn 


LABORATORIES 
New York 18, N. Y. 


Lotusate, intermediate-acting 
barbiturate, available in 
Caplets of 120 mg. (2 grains) 
for insomnia. 

Lotusate (brand of talbuta! [5-allyl- 


5-sec.-butylbarbituric acid]) and 
Caplets, trademarks reg. U. S. Pat. Off. 
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hematology especially helpful because of their fre- 
quency in his practice. 

The author and the publisher are to be congratu- 
lated on this volume, which is not intended to be 
light reading but is of great value to all serious stu- 
dents of these fields of medicine. 

—EDWARD H. RYNEARSON, M.D. 


Textbook of Surgery. 

7th ed. By Warren H. Cole, m.p., et al. Pp. 1,124. Price, 

$17. Appleton-Century-Crofts, Inc., New York, 1959. 
THE SEVENTH EDITION of this standard textbook 
offers material written by 50 men prominent in the 
field of surgery (exclusive of eye, ear, nose and 
throat). More than half the contributors are new to 
this edition. 

The book presents the increasingly-held viewpoint 
that most diseases have some surgical considerations, 
in terms either of active treatment or, at least, of 
consultation. 

The interesting, easy-to-read text includes chap- 
ters on history, examination, laboratory aids, bac- 
terial and chemical factors, acute surgical infections, 
electrolyte balance and pre- and postoperative care. 
In addition to the standard sections on surgical dis- 
eases, the book also devotes several chapters to the 
results of trauma. 

Textbook of Surgery serves well its purpose of de- 
scribing the diseases characteristic of various body 
systems and the basic management of each. No 
attempt is made to explain surgical techniques or de- 
tails. Rather, the disease as a whole is discussed, 
with relative precautions and pitfalls outlined. 

The final chapter should be useful to every medical 
school graduate, whether he is interested in special 
training or in the broader aspects of general practice. 
Subjects discussed frankly are problems of ethics 
and physician relationships with patients and other 
physicians, aspects of malpractice and the question 
of euthanasia. Relations of physicians with hospitals 
and with the communities in which they live are also 
considered. 

For the physician seeking an up-to-date, well- 
written, authoritative volume on problems in gen- 
eral surgery, this book will answer the need. 

— BERNARD E. EDWARDS, M.D. 
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Also Received 


Although GP endeavors to publish as many reviews 
of books as possible, space will not permit the re- 
view of all books received from publishers. 


Americans View Their Mental Health. 
By Gerald Gurin, Joseph Veroff and Sheila Feld. Pp. 444. 
Price, $7.50. Basic Books, Inc., New York, 1960. 


The Biochemical Response to Injury. 
Edited by H.B. Stoner. Pp. 467. Price, $12.50. Charles C 
Thomas, Springfield, IU., 1960. 


Biochemistry of Human Genetics. 
Edited by G.E.W. Wolstenholme, M.B. and Cecilia M. 
O’Connor. Pp. 347. Price, $9.50. Little, Brown and Com- 
pany, Boston, 1959. 


Blood Pressure Sounds and Their Meaning. 
Part 2. By John Erskine Malcolm, m.B. Pp. 70. Price, 
$5.75. Charles C Thomas, Springfield, Ill., 1960. 


The Central Nervous System and Behavior. 
Translations from the Russian Medical Literature. Pp. 
1,051. United States Department of Health, Education and 
Welfare, Public Health Service, Washington, D.C., 1959. 


Cosmetic Surgery: Principles and Practice. 
By Samuel Fomon, M.D. Pp. 651. Price, $27.50. J.B. 
Lippincott Company, Philadelphia, 1960. 


English for the Foreign Physician. 
By José Murilo Martins, M.p. Pp. 121. Price, $5.75. 
Charles C Thomas, Springfield, Ill., 1960. 


Enzymes in Health and Disease. 
Edited by David M. Greenberg, M.D. and Harold A. 
Harper M.D. Pp. 459. Price, $14.50. Charles C Thomas, 
Springfield, Ill., 1960. 


Epidemiology and Mental Iliness. 
Monograph No. 6, Joint Commission on Mental Illness 
and Health. By Richard J. Plunkett and John E. Gordon. 
Pp. 126. Price, $2.75. Basic Books, Inc., New York, 1960. 


Glaucoma. 
Transactions of the Fourth Conference, 1959. Edited by 
Frank W. Newell, M.D. Pp. 257. Price, $8. Josiah Macy, 
Jr. Foundation, New York, 1960. 


The Human Apocrine Sweat Gland in Health and Disease. 
By Harry J. Hurley, M.D. and Walter B. Shelley, M.v. 
“4 138. Price, $6.50. Charles C Thomas, Springfield, 
Ill., 1960. 


World Congress of Gastroenterology. Fifty-Ninth Annual 
Meeting of the American Gastroenterological Association, 
1958. 

Two Volumes. Pp. 1,363. Price, $20. Williams & Wilkins 
Company, Baltimore, 1959. 
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Heaven\in the lotus 





ve? Lotusate 


To the pious Thai people, ponds of lotus in the King’s 
Park near Bangkok suggest heaven. The symbolic 
lotus is sacred and powerful to them. Lotusate, name 
inspired by the lotus flower, gives earthly restorative 
sleep to patients who need it. 


Lotusate, intermediate-acting barbiturate, developed 
by Winthrop Laboratories after thorough research and 
clinical trial, stops insomnia and brings needed sleep — 
without lethargy. It induces sleep in from fifteen to 
thirty minutes — sleep that lasts a natural span of six 
to eight hours. Its different appearance, slender purple 
Caplets®, will be a welcome change to the patient. 


Whenever sleep is needed — for hospital patients, 
elderly patients, travelers, or driving, energetic 
business or professional men, prescribe Lotusate. 


Brings sleep— without lethargy 


Lotusate available in purple Caplets 
of 120 mg. (2 grains) for insomnia. 


Lotusate (brand of talbutal [5-ally!- 
5-sec.-butylbarbituric acid] ) and 
Caplets, trademarks reg. U. S. Pat. Off. 


LABORATORIES 
New York 18, N. Y. 
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in painful urinary infections 


PYRIDIUM PERMITS PRE CISE 
COS ENO) RO) Ue este! 
PAIN AND PATHOGEN 








equency in n 30 minutes. Gabe. esic/antib: ia combinations, the 
urinary analgesic/antibacterial com- plryisilack cali Ose ie urinary antibac- 
ns “SA oe becon- terial most specific for the infection. In 
making your choice of antibacterial, con- 
sider Mandelamine.® 


PYRIDIUM S 


brand of phenylazo-diamino-pyridine HCI 
stops urinary pain in 30 minutes 














GP 











te 





a PG EPEC: LSE SN Oe a 


in common 
Gram-positive 
infections 
due to 
susceptible 
organisms 


YOU CAN 
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(triacetyloleandomycin) 
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Fire ae 


1,928 published cases in the two years since 
TAO was released for general use show: 


94.3% effectiveness in respiratory infections(617 cases 
including tonsillitis, staphylococcal and streptococcal pharyngi- 
tis, bronchitis, infectious asthma, broncho-pneumonia, lobar 
pneumonia, bronchiectasis, lung abscess, otitis.) 

You can count on TAO. 


92% effectiveness in skin and soft tissue infections(900 
cases including pyoderma, impetigo, acne, infected skin disor- 
ders, wounds, incisions and burns, furunculosis, abscess, celluli- 
tis, chronic ulcer, adenitis.) You can count on TAO. 


87.1% effectiveness in genitourinary infections (349 
cases including urethritis, cystitis, pyelitis, pyelonephritis, orchi- 
tis, pelvic inflammation, acute gonococcal urethritis, lympho- 
granuloma venereum.) You can count on TAO. 


75.8% effectiveness in diverse infections(62 cases includ- 
ing fever of undetermined origin, peritoneal abscess, osteitis, 
periarthritis, septic arthritis, staphylococcal enterocolitis, gas- 
troenteritis, carriers of staphylococci.) You can count on TAO. 


95.6% of 1,928 cases free of side effects—in the remain- 
ing 4.4%, reactions were chiefly mild gastrointestinal disturb- 
ances which seldom necessitated discontinuance of therapy. 


*in 884 of 1,928’ cases the causative organisms were mostly 
staphylococci. The majority of clinical isolates were found to be 
resistant to at least one of the commonly used antibiotics and 
many patients had failed to respond to previous therapy with one 
or more antibiotics. TAO proved 93.4% effective in these 884 
cases. 


Complete bibliography available on request. 


DOSAGE: varies according to severity of infection. Usual adult 
dose—250 to 500 mg. q.i.d. Usual pediatric dose: 3-5 mg./Ib. 
body weight every 6 hours. 

NOTE: In some children, when TAO was administered at considerably 
higher than therapeutic levels for extended periods, transient-jaundice 
and other indications of liver dysfunction have been noted. A rapid and 
complete return to normal occurred when TAO was withdrawn. 

SUPPLY: TAO CAPSULES—250 mg. and 125 mg.,bottles of 60. 
TAO ORAL SUSPENSION—125 mg. per 5 cc. when reconstituted, 
palatable cherry flavor, 60 cc. bottles. TAO PEDIATRIC DROPS— 
100 mg. per cc. when reconstituted, flavorful; special calibrated 
dropper, 10 cc. bottles. INTRAMUSCULAR or INTRAVENOUS — 
10 cc. vials, as oleandomycin phosphate. 

OTHER TAO FORMULATIONS ALSO AVAILABLE: TAO®-AC (Tao, anaigesic, 


antihistaminic compound) capsules, bottles of 36. TAOMID® (Tao with 
Triple Sulfas)—tablets, bottles of 60. Oral Suspension—60 cc. bottles. 


For nutritional support VIT E FRR AC Vitamins and Minerals 
Formulated from Pfizer’s line of fine pharmaceutical products. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., inc. 
Science for the World’s Well-Being™ 
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AN ACADEMY OFFICER’S PROFILE... 


Dr. Sackett—Medical Trail Blazer 


* Dr. WALTER W. SACKETT, JR. of Miami, Fla., a 


new member of the Academy’s Board of Direc- 
tors, has a wide geographic background which 
compliments his diversified professional career. 

A native of Bridgeport, Conn. (born November 
20, 1905), Dr. Sackett chose Harvard College and 
University of Miami for undergraduate education 
and Rush Medical College for his M.D. He was 
graduated from Rush (now part of the University 
of Chicago) in 1938. This was followed by an ex- 
ternship at McNeill Memorial Hospital, Berwyn, 
Ill.; internship at St. Luke’s Hospital, St. Louis, 
Mo. and a general residency at Charity Hospital, 
Natchez, Miss. 

Director Sackett has been a member of the 
Academy since its founding year, 1947. He has 
held numerous committee posts, the most recent 
having been the Committee on Scientific Assem- 
bly and the chairmanship of the Subcommittee on 
Scientific Exhibits. He was elected to the Board 
of Directors this year in Philadelphia and is now 
a member of the Commission on Legislation and 
Public Policy. 

A founder-member of the Florida chapter in 
1949, Dr. Sackett has served as a state delegate 
since that time. He was the originator of the 
Delegate’s Fund of the FAGP, which presents an 
annual award to an outstanding graduate of a 
Florida medical school who is going into a general 
practice residency. 

He likewise helped found the Dade County 
chapter in 1951 and was its president in 1953. 

Dr. Sackett has served both as secretary and as 
president of the Dade County Medical Associa- 
tion. He has had numerous committee appoint- 
ments and this year is board chairman. 

A member of American Medical Association 
and World Medica] Association, Dr. Sackett is 
active in the Florida Medical, Southern Medical 
and Pan American Medical associations. 
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Dr. Sackett is known nationally for his scien- 
tific exhibits on baby feeding through presenta- 
tions at the country’s foremost medical] meetings. 

A scientific author of note, Dr. Sackett has had 
five papers on baby feeding published in leading 
medical journals. His article in a 1958 issue of GP 
drew national recognition on NBC television and 
in Time and Newsweek. 

Prior to practicing medicine, he had been an 
instructor in anatomy and obstetrics at the Uni- 
versity of Alabama Medical School and professor 
of anatomy at the College of Mortuary Sciences, 
St. Louis, Mo. In 1939-40 he was student health 
physician at the University of Alabama. 

He is loyal to his respective Alma Maters. A 
member of the University of Miami’s board of 
directors for the General Alumni Association 
since 1957, he is serving as president this year. He 
is also an active member of the alumni associa- 
tions of Harvard, University of Alabama, Univer- 
sity of Chicago and Rush Medical College. 

Since 1955 he has been on the board for the 
Dade County chapter of American Cancer So- 
ciety. 

In 1957 he was presented the Outstanding 
Alumnus Award by the University of Miami Stu- 
dent Body Government Association—only the 
second time that this award has been made. 

Dr. and Mrs. Sackett (the former Miss Mary 
Millos) live in Coconut Grove, Fla. The Sackett 
children are Charles Dunn, 23; Monica, 10 and 
Walter III, 8. A tragedy over the Labor Day 
weekend took the life of another son—John, age 
16. He was killed in an automobile accident. 

A staff member at Jackson Memorial Hospital, 


- Dr. Sackett heads or has headed General Practice 


Sections at Dade County Hospital, Doctor’s 
Hospital and Variety Children’s Hospital. 

For relaxation, he enjoys gardening, swimming 
and watching football and boxing bouts. 
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News 


Something for Everyone at 1961 Scientific Assembly in Miami Beach 


Outstanding Program, Florida Sunshine Drawing Cards for April 17-20 Sessions 


THE ACADEMY’s 1961 Scientific Assembly, April 
17-20, in Miami Beach—like a political platform 
—offers something for everyone. But unlike some 
political platforms the program is sound and of- 
fers constructive ideas that registrants will find 
applicable and invaluable in their practice at 
home. 

Never in Assembly history has the opening 
afternoon program brought together such a di- 
verse and nationally-prominent group of speak- 
ers. Dr. E. Vincent Askey, president of American 
Medical Association; Walter P. Reuther, head of 
United Auto Workers; Roger Flemming, secre- 
tary-treasurer of American Farm Bureau Fed- 
eration; Howard Hassard of Blue Cross-Blue 
Shield and Conrad Cooper of U. S. Steel have 
accepted invitations to participate in a socioceco- 
nomic panel. 

The Academy’s own past president, Dr. J. S. 
DeTar of Milan, Mich., will moderate. Medicine, 
now caught in the socioeconomic web, will have 
this opportunity to sound out the problems with- 
in specific groups. 

To hear first hand what Mr. Reuther has to 
say to Conrad Cooper and to the other partici- 
pants who have never shared his views, this 
opening day session alone will be worth the trip 
to Miami Beach. 

The setting for the four-day scientific program 
span will be in Miami Beach Auditorium. The 
auditorium and the connecting Exhibition Hall 
are billed as the largest in the South. 

The day-long Tuesday program turns to medi- 
cal problems. The morning session will be devoted 
to preoperative diagnosis of acute appendicitis, 
delayed sequela of upper gastrointestinal surgery 
and a panel on how to manage extremity trauma. 
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The female patient will dominate the after- 
noon program. The topics will be vaginitis, female 
hormones, adnexal disease, emergencies in the 
first stage of labor, and radiation and pregnancy. 

Wednesday offers a varied program: physical 
diagnosis; effect of effort, exercise and work on 
heart disease patients; dropsy; cancer diagnosis 
within the general practitioner’s skill; nonsurgical 
treatment of cancer; living with cancer; practical 
office dermatology and tumors of the skin. 

The Thursday morning program, the Assembly 
finale, will include individual presentations of 
common ear problems and surgery of the nas- 
opharynx. 

The closing part of the program will be a 
panel on postadolescent perspectives and prob- 
lems. Dr. Goodrich Schauffler (‘“Teen-Age”’ 
Obstetrics, 1957 As- 
sembly) will be the 
moderator. The panel- 
ists are Dr. Edwin 
Litin of Rochester, 
Minn. and Dr. George 
Constant of Victoria, 
Tex. who sparked the 
panel on teen-age prob- 
lems at the Dallas As- 
sembly. 

The Committee on 
Scientific Assembly 





which is in charge of 
the program is headed 
by Dr. Amos N. John- 
son of Garland, N. C. 

Dr. George V. Lau- 
ney, Jr. of Dallas, Tex. 
is chairman of the Sub- 


Amos N. Johnson, M. D. 
Dr. Johnson of Garland, 
N. C. is chairman of the 
Academy’s Committee on 
Scientific Assembly. This 
year Dr. Johnson is also 
president of the Medical 
Society of the State of 
North Carolina. 
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For the 
Modern Practice 


OTEELINE 
Meets Every Need 


Designed With Warmth and ‘i > Ne oe 
Color That Patients Remember 1961 Assembly Setting— Miami Beach Auditorium and the 
and Appreciate. connecting Exhibition Hall (surrounded by parking area) will 
: ‘ provide the setting for both the scienti rogram and the 
Stecline — designed and : : scientific and technical exhibits. The cae os only one 
manufactured by a loc oe ee block from the rear of Florida’s spectacular Gold Coast, 
aeunend> of physicians in every Lincoln Road and Washington Avenue. 

type of practice. Designed for 
modern functional convenience, 
fabricated in steel, and finished in 
beautiful, decorator-approved colors, 
Steeline makes the day’s work less 
tiring, and lends a pleasing note of 
warmth to the entire office. Select 
from a variety of functional, 
versatile models to meet your own 


’ . requirements. 
Streamliner Irrigator q 


See Steeline in full color, with 

complete specifications, in your 

' 804-page Aloe General Catalog. If 

Pediatric you do not have this world’s most 
complete catalog, your Aloe 
Representative will be happy to 


: supply you with one. 
1OO 


Ue 
ceaieis oF themed JIE Comfort and Relaxation—Florida sunshine and luxury ho- 
The World's Largest Supplier of Physicians’ Equipment tels, teamed up with a stimulating scientific program, will be 
St. ‘Louis 3, Mo. drawing cards for the Academy’s 1961 Assembly in Miami 


FULLY STOCKED DIVISIONS COAST-TO-COAST Beach. 


— 
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committee on Scientific Exhibits. Other com- 

_ mittee members are Drs. Bernard Harpole, Port- 
’ land, Ore.; Eugene W. Peters, Cleveland; Arthur 

m6 Jay, Indianapolis; Maynard I. Shapiro, Chicago 
» and Garra L. Lester, Chautauqua, N. Y. 


The entire program is as follows: 
Monday, April 17 
1:30-3:00 p.m. 
4:00-5:00 p.m. 
Socioeconomics Panel 
Moderator 
J. S. DETAR, M.D., Milan, Mich. 
Panel Members 
Mr. HOWARD HASSARD, Blue Cross-Blue 
Shield 
EDWIN VINCENT ASKEY, M.D., Los Angeles 
Mr. WALTER P. REUTHER, Detroit, Mich. 
Mr. CONRAD COOPER, U.S. Steel 
Mr. ROGER FLEMMING, secretary-treasurer, 
American Farm Bureau Federation 


Tuesday, April 18 
9:00-9:30 A.M. 
Preoperative Diagnosis-Acute Appendicitis 
J. A. GLASSMAN, M.D., Miami Beach, Fla. 
9:30-10:00 A.M. 
Delayed Sequela of Upper Gastrointestinal 
Surgery 
E. W. ALTON OCHSNER, M.D., New Orleans, 
La. 
11:00-12:00 m. 
How to Manage Extremity Trauma 


Moderator 
BERNARD P. HARPOLE, M.D., Portland, Ore. 


Panel Members 
LENOX D. BAKER, M.D., Durham, N. C. 
ARNOLD GRISWOLD, M.D., Louisville, Ky. 
1:30-2:00 P.M. 
What to Do About Vaginitis 
WILLIAM F. GUERRIERO, M.D., Dallas, Tex. 
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2:00-2:30 P.M. 
The Female Hormones 
ROBERT B. GREENBLATT, M.D., Augusta, Ga. 


2:30-3:00 P.M. 
Adnexal Disease 
ISADORE DYER, M.D., New Orleans, La. 


4:00-4:30 P.M. 
Emergencies in the First Stage of Labor 
DENIS CAVANAUGH, M.D., Miami, Fla. 


4:30-5:00 P.M. 
Radiation and Pregnancy 
CompR. THOMAS B. LEBHERZ, MC, USN, 
Bethesda, Md. 


Wednesday, April 19 
9:00-9:30 A.M. 
Diseases of Medical Progress 
WILLIAM B. BEAN, M.D., Iowa City, Ia. 
(Invited) 
9:30-10:00 A.M. 
Physical Diagnosis 
Louis A. M. KRAUSE, M.D., Baltimore, Md. 
11:00—11:30 a.m. 
The Effect of Effort, Exercise and Work on 
Patients with Heart Disease 
HERMAN K. HELLERSTEIN, M.D., Cleveland, 
Ohio 
11:30-12:00 M. 
Dropsy 
GEORGE T. HARRELL, JR., M.D., Gainesville, 
Fla. 
1:30-2:00 P.M. 
Cancer Diagnosis Within the General 
Practitioner’s Skill 
EMERSON Day, M.D., New York, N.Y. 
2:00-2:30 P.M. 
Nonsurgical Treatment of Cancer 
Davip A. KARNOFSKY, M.D., New York, N.Y. 
(Invited) 
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in coronary insufficiency 





Metamine’ Sustained* helps 


you dilate the coronaries = 


METAMINE SUSTAINED (triethanolamine trinitrate 
biphosphate, 10 mg., in a unique sustained-release 
tablet) is a potent and exceptionally well tolerated 
coronary vasodilator. Pharmacological studies at 
McGill University demonstrated that METAMINE 
“exerts a more prolonged and as good, if not slightly 
better coronary vasodilator action than nitroglycerin 
... ”! Work at the Pasteur Institute established 
that METAMINE exerts considerably less depressor 
effect than does nitroglycerin.2 Virtually free from 
nitrate side effects (nausea, headache, hypotension), 


Sher. Looming 6 Cenc. New York 17, N.Y. 





METAMINE SUSTAINED protects many patients re- 
fractory to other cardiac nitrates,3 and, given b.i.d., is 
ideal medication for the patient with coronary in- 
sufficiency. Bottles of 50 and 500 tablets. Also: 
METAMINE, METAMINE WITH BUTABARBITAL, META- 
MINE WITH BUTABARBITAL SUSTAINED, METAMINE 
SUSTAINED WITH RESERPINE. 

1. Melville, K. I., and Lu, F. C.: Canadian M.A.J., 65:11, 
1951. 2. Bovet, D., and Nitti-Bovet, F.: Arch. Internat. de 


oe a ey et therap., 83:367, 1946. 3. Fuller, H. L., and 
assel, L. E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


*Patent applied for 
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2:30-3:00 P.M. 
Living with Cancer 
Speaker to be announced 


4:00-4:30 P.M. 
Practical Office Dermatology 
LEON GOLDMAN, M.D., Cincinnati, Ohio 


4:30-5:00 P.M. 
Tumors of the Skin 


RICHARD D. BRASFIELD, M.D., New York, 
N.Y. 


Thursday, April 20 
9:00-9:30 A.M. 
Management of Common Ear Problems 
LESTER A. BROWN, M.D., Atlanta, Ga. 


9:30-10:00 A.M. 
Surgery of the Nasopharynx 
FREDERICK T. HILL, M.D., Waterville, Me. 


11:00-12:00 Mm. 
Postadolescent Perspectives and Problems 
Moderator 
GOODRICH C. SCHAUFFLER, M.D., Portland, 
Ore. 

Panel Members 
GEORGE A. CONSTANT, M.D., Victoria, Tex. 
EDWIN M. LITIN, M.D., Rochester, Minn. 





Please see page 249 for the Miami Beach Hotel 
Reservation Form. Although there is a wide 
selection of fine hotels, it is to your advantage to 
make reservations now for you and the entire 
family. It is particularly important that state 
delegations, wishing to stay at the same hotel, 


make their reservations as early as possible. 
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Trends and Events 
in the Nation’s Capital 


From GP’s Special Washington Correspondent 


THE EVER INCREASING volume of opinions, rul- 
ings and decisions issuing from quasi-judicial 
arms of the federal government exerts more in- 
fluence upon the practice of medicine than is gen- 
erally realized. 

These official pronouncements go a long way, 
and sometimes all the way, toward determining 
what a physician may list as a business expense, 
the labeling on drugs used to fill.the prescription 
he writes and the promptness with which he is 
compensated for professional services rendered a 
government beneficiary. 

By them he is guided in making determinations 
of permanent and total disability, eligibility of 
veterans for outpatient care and limitations of 
benefits for dependents of servicemen. Although 
the output of these directives has gone up consid- 
erably in the past few years, there is every reason 
to believe they will pour forth from Washington 
in still greater numbers as government participa- 
tion in medical services continues to rise. 

At Social Security Administration, traffic in 
this field has increased to such an extent that it 
became necessary recently to establish a new pub- 
lication called ‘‘Social Security Rulings.”’ It will 
be issued quarterly for guidance of physicians, 
lawyers, counselors and others concerned with 
rulings and decisions. 

Displayed prominently in this publication’s 
first issue are detailed findings and rulings on 
mental, cardiac and respiratory disease cases with 
reference to permanent disability insurance and 
qualification therefor. 

Internal Revenue Service has reconsidered and 
liberalized one of its 1956 rulings, which was that 
no part of medical or hospital or legal fees in con- 
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wiv A LDACTONE 


IN EDEMA 


Because it acts by regulating a basic physiologic imbalance, 
Aldactone possesses multiple therapeutic advantages in treating 
edema. 

Aldactone inactivates a crucial mechanism producing and 
maintaining edema — the effect of excessive activity of the 
potent salt-retaining hormone, aldosterone. This corrective ac- 
tion produces a satisfactory relief of edema even in conditions 
wholly or partially refractory to other drugs. 

Also, Aldactone acts in a different manner and at a different 
site in the renal tubules than other drugs. This difference in 
action permits a true synergism with mercurial and thiazide 
diuretics, supplementing and potentiating their beneficial 
effects. 

Further, Aldactone minimizes the electrolyte upheaval often 
caused by mercurial and thiazide compounds. 

The accompanying graph shows a dramatic but by no means 
unusual instance of the effect of Aldactone in refractory edema. 

The usual adult dosage of Aldactone, brand of spironolactone, 
is 400 mg. daily. Complete dosage information is contained in 
Searle New Product Brochure No. 52. 

SUPPLIED: Aldactone is supplied as compression-coated 
yellow tablets of 100 mg. 


6.D. SEARLE «co., Chicago 80, Illinois. 


Research in the Service of Medicine. 

















































































































































































































west Mrs. L. S., Congestive Heart Failure 
ia | 
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ipo . 
~ Aldactone 
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KCI 3.gm./24 hrs. — lysine HCl 30 gm./24 hrs. N 
we NH,CI 6 gm./24 hrs. | prednisone 10 mg./24 hrs. 
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News 


nection with adoption of a child are deductible as 
a charitable contribution or medical expenses. 

In altering its position, IRS took into consid- 
eration the fact that Congress last year waived 
the requirement that a child placed for adoption 
must be part of the taxpayer’s household for the 
full taxable year if he is to qualify as a ‘“‘de- 
pendent.” The IRS ruling states, in part: 

“It is held that the amount paid by an adop- 
tion parent for medical services rendered directly 
to a child before its placement in the adoption 
parents’ home constitutes a medical expense 
under Section 213 of the Code, provided that the 
child qualifies as a dependent of the adoption 
parent ... at the time the medical services are 
rendered or at the time the expenses therefor are 
paid and the medical expenses are paid by the 
adopting parent, or his agent, for the medical 
care of the particular child and are not paid 
merely as reimbursement for expenses incurred 
and paid by the adoption agency or other persons 
prior to adoption negotiations between the agency 
and the adopting parent. 

“Tf the medical expenses are paid by the adop- 
tion agency or other agent of the adopting par- 
ent, pursuant to an agency agreement made prior 
to such payment, reimbursement therefor by the 
adopting parent is considered a payment by him 
of medical expenses. However, the adopting par- 
ent must clearly substantiate that any deduction 
claimed is directly attributable to medical care of 
the child.” 

The United States Tax Court is handing down 
verdicts which in steadily increasing numbers 
have medical implications, direct or indirect. In 
recent months, for example, this tribunal has 
acted upon such issues as these: Deductibility of 
living expenses in areas of the country where the 
taxpayer was sent by his physician for reasons of 
health; exemption from tax of sums received in 
compensation for personal injury or sickness; tax 
status of stipends received under a psychiatric 
nursing scholarship. 
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DANSON 


“Well, Mr. Gates, I’ve just been... Ha-ha!... 
looking over your . . . Ho-ho! . . . medical lab report and...” 





Food and Drug Administration is the source of 
many directives, orders and decisions affecting 
clinical practice. One of them is now in process. 
It deals with radical reforms in labeling of pre- 
scription drugs. The proposed new regulations 
were published in the Federal Register for July 
22, and 60 days from that date were allowed for 
transmittal of written comments and criticisms. 

Sometime in October, possibly later, the final 
regulations will be drafted and made effective. 


Seeking Clinical Patients 


The National Cancer Institute let it be known 
late in August that it is seeking cooperation of 
private physicians to supply patients for treat- 
ment in its clinical investigations of colon and 
rectal carcinoma. Their aim is to gather conclu- 
sive data on relative effectiveness of the pyrimi- 
dine analogues 5-fluorouracil and 5-fluorodeoxy- 
uridine. 

The government institute, whose patients are 
cared for in the 500-bed Clinical Center in sub- 
urban Bethesda, Md., cautioned that side effects 
of these chemical agents may be considerable and 
therefore patients must be in good general con- 
dition if they are to tolerate adequate doses. 

In addition, acceptable patients must be am- 
bulatory and have normal leukocyte count, renal 
and hepatic function. Another condition is that 
patients have metastases in the lung, peripheral 
lymph nodes or skin. 


Also see AMA Washington Report, page 243. 
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One pharmaceutical research ex- 
ecutive points up the importance of 
failures as guideposts to success in 
the search for new or improved 
drugs when he says: 


“Failure is our most 
important product.” 


The pharmaceutical industry’s investment in research has been growing 
much faster than the industry itself. Last year the prescription drug com- 
panies spent a record $197 million for research, a five-fold increase in the 








space of ten years. Such an investment is possible, of course, only when there 
are profits. * This growth in privately financed research has sent the volume 
of laboratory failures soaring. For two years in a row the pharmaceutical 
industry has tested more than 100,000 substances in the search for new 
medicines. Fewer than two per cent showed enough promise for clinical 
testing. Only a handful will ever be sold as prescription drugs. The odds 
against finding a product with therapeutic value probably exceeded 2000- 
to-1. * But year by year, as the failures mount, the successes also increase, 
putting new or improved medications at the disposal of the medical profes- 
sion. And the public benefits through better health, specific cures, shorter 
hospitalization, longer lives. * This is only one part of the massive assault on 
disease that engages the health team headed by the medical profession and 
embracing hospitals, nurses, pharmacists, technicians, and colleges. It is an 
effort that could only take place in a society which encourages individual 


: : This message is brought to you in behalf of the 

freedom and guarantees incentives to producers of prescription drugs. vies esto eer 
: information, please write Pharmaceutica 

freedom of enterprise. Manufacturers Association, 1411 K_ Street, 


N.W., Washington 5, D.C. 
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Regional Commission Meetings 


DURING JULY AND AUGUST, nine regional meet- 
ings encompassing four Academy commissions— 
Education, Hospitals, Legislation and Public 
Policy, and Membership and Credentials—were 
held throughout the nation. 

These meetings were similar to those staged by 
the Commission on Membership and Credentials 


..IN BOSTON 


-. IN KANSAS CITY 


the past two years, except that this year the 
agenda was expanded to cover projects and prob- 
lems in the other fields. 

The meeting places were Boston; Chicago; 
Virginia Beach, Va. ; Nashville, Tenn. ; Des Moines, 
Ia.; Denver, Colo.; Kansas City, Mo.; Seattle, 
Wash. and San Francisco. 

Approximately 230 persons took part in these 
regional sessions. The following five photographs 
are representative of the nine meetings. 


«+ IN SEATTLE 
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... there are ways you can make life easier for the newborn infant . . . and for those 


who will care for him during his first few days of life. Hollister’s disposable 
Umbilical Cord-Clamp, for instance, is swiftly ap- " 


plied with only one hand. And it firmly . . . safely 
.. . Seals off the cord, maintains constant pressure 
as the cord shrivels, will not come open acciden- 
tally, needs no belly bands, may be autoclaved. 





For the male infant, the disposable Plastibell al- 
lows safe delivery room circumcision in only 2 to 
3 minutes . . . immediately after birth. The job is 
done quickly, cleanly, easily, and is usually all 


healed by the time the infant goes home. This re- 
lieves the parents of anxiety, saves time for the doctor and the hospital. 


ve intiventenn ( FIOLsTERs 


INCORPORATED 
833 North Orleans Street, Chicago 10, Illinois 
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Candidates for 1961 Mead Johnson Awards 
Must Make Application Before January 1 


CANDIDATES FOR THE 1961 Mead Johnson Schol- 
arship Awards should begin making arrangements 
now to have their applications ready to submit to 
the Academy prior to January 1. 

Interns, first-year general practice residents or 
military officers who have had no other residency 
training are eligible to apply for one of the 20 
$1,000 awards to aid them in completing one year 
of training in an approved general practice resi- 
dency. 

Twenty such awards will be given to physicians 
entering general practice residency training in 
July, 1961. 

As a result of the very successful use of psy- 
chologic consultation with the 1960 group of can- 
didates, applicants for the 1961 awards will also 
be given a series of tests. 

Three types of tests were used last year—per- 
sonality, achievement and interest, in broad fields 
and specifically in the area of medicine. 

Members of last 
year’s Mead Johnson 
Awards Committee 
felt that these tests, 
though not the decid- 
ing factor, greatly as- 
sisted them in choos- 
ing the best qualified 
candidates for the 
awards, 

Applications for the 
1961 awards must be 
submitted not later 
than January 1 to the 
American Academy of 
General Practice, 
Volker Boulevard at 
miltee, urges candidates for Brookside, Kansas 
1961 to send applications City 12, Mo. 
in soon. The 20 winners will 





Walter T. Gunn, M. D. 
Dr. Gunn of St. Louis, 
Mo., chairman of the 
Academy’s Mead Johnson 
Scholarship Award Com- 
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Completes Residency in Washington—Dr. Donald M. 
Keith, who has completed his general practice residency under 
the Mead Johnson Scholarship award program, is shown re- 
ceiving his training certificate from Dr. John Ely, president of 
the Washington chapter. Dr. Keith (right) is a graduate of the 
University of Washington School of Medicine. 





Begins General Practice Residency—Dr. Chandler S. 
Bethel, one of the 1960 Mead Johnson Award winners, is 
shown receiving his Certificate of Award upon beginning his 
residency July 1 at Wesley Hospital in Wichita, Kan. Shown 
left to right are Mr. Gene Wilcox, executive secretary of the 
Kansas chapter; Dr. Veryl D. Schwartz, president of the 
Sedgwick County chapter; Dr. Bethel, and Dr. Jack Tiller, 
director of the Postgraduate Section at Wesley Hospital. 





Certificates of Award and Completion— Akron General Hos- 
pital, Akron, Ohio had the distinction of presenting certificates 
to both a 1959 and 1960 Mead Johnson Award winner. Shown 
left to right, Dr. William McMahon receives a Certificate 
of Completion from Dr. R. R. Pliskin, chief of staff; while 
Dr. G. K. Parke, chief of the General Practice Section, pre- 
sents a Certificate of Award to Dr. Robert Finley who started 
his general practice residency in July. 
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Desitin Baby Lotion helps nature keep 
baby’s skin clean, supple, healthy. It cleanses gently and 
thoroughly, soothes, lubricates, combats ammonia-producing 
bacteria and infection. 


Only Desitin Baby Lotion combines 
Lano-Des*, a rich liquid lanolin, hexachlorophene, vitamins 


A and E, and special emulsifiers. Non-greasy, stainless, pleas- - eg _— 
ineral oil, 

antly scented. Effective too in helping lubricate and condition which many babies 

adults’ skin are sensitive. 


write for samples and literature 


DESITIN CHEMICAL COMPANY 
#T.M. 812 Branch Avenue, Providence, 4, R. I. 
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be selected by the Academy’s Mead Johnson 
Awards Committee. This year’s committee is 
comprised of Dr. Walter T. Gunn, St. Louis, Mo., 
chairman; Drs. Robert E. Verdon, Cliffside Park, 
N.J.; Bertram L. Trelstad, Salem, Ore.; Elmer 
Ridgeway, Jr., Oklahoma City, Okla.; Ernest B. 
Flake, Shreveport, La. and Roger N. Chisholm, 
Denver, Colo. 

Selections will be made by the committee in 
February and names of the winners will be an- 
nounced in April during the Academy’s Annual 
Scientific Assembly in Miami Beach. 

Qualifications for the 1961 candidates are: 

1. Approved internship, first-year general prac- 
tice residency, or military service to be completed 
before July, 1961; 

2. Satisfactory scholastic attainment; 

3. United States citizenship and intention to 
enter the general practice of medicine in the 
United States; 

4. Need of financial assistance to continue 
training. 

Candidates must submit a formal application, 
accompanied by a photograph, to the committee 
and must have been accepted as a resident in an 
approved general practice residency to begin next 
summer. 

To complete each application, in addition to 
the test results, the committee will obtain an en- 
dorsement from an Academy member, a recom- 
mendation from the dean of the medical school 
from which the candidate was graduated and a 
letter of endorsement from the chairman of the 
intern committee, the chief of the general prac- 
tice residency, or the commanding officer in mili- 
tary service—whichever applies to the candidate’s 
status. 


New York Chapter Provides Fund for Needy 
Students Aiming for General Practice 


A FUND PROVIDING GRANTS for needy third and 
fourth year medical students in the State of New 
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York has been set up by the New York Academy 
of General Practice, according to Dr. Richard 
Bellaire, chairman of the New York chapter’s 
Committee on Education. 

The money will be given as a grant and not as 
a loan. There is one stipulation—the recipient 
must sign a pledge that he intends to enter gen- 
eral practice upon completion of his medical 
training. As much as $500 will be available for 
each student, although it is expected that many 
smaller grants will be given. 

Although the money will not be given for pay- 
ment of tuition, it may be used for room, board 
or unforeseen emergencies. Students with tuition 
scholarships are qualified to receive the grant. 

Applicants will be reviewed by the chapter’s 
education committee and each student is required 
to have a personal interview with a member of 
the committee. Since there is a member near each 
New York school, this is not expected to be an in- 
convenience. The dean of the student’s medical 
school will be expected to send a letter of recom- 


ee 


To Help Future General Practitioners—Needy medical 
students intent upon entering general practice will be aided by 
grants from the New York chapter. The students must attend 
medical schools in New York State, such as the University of 
Rochester shown above. 
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H Oatmeal contributes to the dietary management of 

In the dietary management cardiovascular disease because of its low sodium, 

f di di low fat content. It is an excellent source of impor- 

= tant nutrients—high in protein, thiamine and iron. 

0 car lac ISCaSE Oatmeal is easy to digest and does not produce 

wae bloating or belching. Oatmeal may be logically rec- 

naturally nutritious oatmeal ommended in the therapeutic diet of patients with 
is hi h in tei gy o eihanas 

Oo ounces 0} aker Oats provide the following 

8 pro ein, percentages of M.D.R.: thiamine (vitamin B;) 





33%, phosphorus 33%, and iron 22%. One ounce 


low in sodium, provides 110 calories, and 16.7% protein, 6.9% fat, 
. 62.4% carbohydrates, 1.5% of roughage (crude fiber). 
low in fat For additional information write: Medical Service Dept. 
po utes Oats wa Ly gs The Quaker Oats Company 

) pe MOTHERS CHICAGO 64, ILLINOIS 
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mendation and verification of the applicant’s aca- 
demic standing to the chairman of the committee. 

Application blanks may be obtained from Dr. 
Raymond McKeeby, Secretary, New York State 
Academy of General Practice, 84 Main Street, 
Binghamton, New York. Dr. Richard P. Bellaire, 
38 Church Street, Saranac Lake, New York, can 
provide further information. 


Blue Cross-Blue Shield a Favorite 
Of Federal Workers Under New Program 


IN COMPARING the selection by federal workers of 
the various insurance programs offered under the 
new Federal Employees Health Benefits pro- 
gram, it was found that Blue Cross-Blue Shield 
led all other organizations. This report was dis- 
tributed by the “Blues” organizations following 
the release of enrollment figures late in July by 
the Civil Service Commission. 

A spokesman for the Blue Cross and Blue 
Shield national offices said that more than 55 
per cent of the estimated 1,695,000 federal work- 
ers who selected health benefits coverage from 
among the 38 available programs chose to enroll 
in Blue Cross-Blue Shield. 

Spokesmen for the “Blues” organizations 
called attention to the fact that a breakdown of 
enrollment totals showed that government em- 
ployees chose the high level-higher cost benefits 
program in preference to the low benefit-lower 
cost option offered by Blue Cross-Blue Shield in 
a ratio of about four to one. 

A study of the selections also indicates that the 
high level benefit programs offered by other or- 
ganizations were similarly preferred to the low 
cost—low level coverage. This would seem to in- 
dicate that federal workers share with the public 
at large a desire to have a comprehensive degree 
of coverage in preference to that of minimal 
standards and that people are prepared to pay 
the additional price for broader protection. 
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Ohio Chapter’s Hospital Forum Draws Out 
Specific Issues Affecting Privileges 


THE OHIO CHAPTER has held its own special Hos- 
pital Forum to approach problems that are the 
constant concern of general practitioners. 

The forum idea grew out of long planning 
sessions by the chapter’s hospital committee. 
Before the forum was held on June 5, a chapter 
spokesman, Executive Secretary Robert Wilson, 
admitted that it was pure speculation as to the 
results of the venture. 

As reported in the Ohio G. P. News, the meet- 
ing was truly a success. After laying the ground- 
work with two surveys which encompassed all 
hospitals in the state, the hospital committee 
decided on a working forum which was entitled, 
“Can You Grow in Your Hospital?” 

The agenda included the following: 

Improvement of the general practice intern- 
resident training program; 

What credentials are necessary before a gen- 
eral practitioner may ask for additional privileges; 

How is a general practitioner “‘checked out” 
by his hospital; 

Problems confronting the general practitioner 
in rural areas having no interns and residents and 
the same with large city hospitals who do have 
interns and residents; 

Hospital constitutions. 

Roundtable brainstorming sessions brought 
out the following: 

Today’s young physician has “hospitalitis,” 
he doesn’t want to get out and practice medicine 
. .. Contrary to some beliefs, medicine IS being 
practiced outside university centers and large 
cities . . . A physician must learn medicine, he 
cannot be taught . . . Doctors must not lose sight 
that they are still teachers . . . Physicians must 
learn the brotherly approach—many enjoy hos- 
pital privileges through the grandfather clause 
and therefore neglect the young man coming up 
the ladder. 
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potentiated therapy for mild to moderate hypertension 


Consider the benefits of Singoserp-Esidrix if it’s mild to moderate hypertension (especially 
if edema is a complicating symptom). Singoserp, a man-made analog of reserpine, lowers blood 
pressure but seems to cause fewer side effects than natural rauwolfia compounds. 
When Singoserp is potentiated by Esidrix, blood pressure is lowered more effec- 
tively than with single-drug therapy. SUPPLIED IN TWO STRENGTHS: Singoserp- 


Esidrix Tablets #2 (each containing 1 mg. Singoserp and 25 mg. Esidrix) and 
Singoserp-Esidrix Tablets #7 (each containing 0.5 mg. Singoserp and 25 hg 
Esidrix). Complete infor- 


mation available on request. Singoserp )-Hisid r 1X 


(syrosingopine R:: ydrochlorothiazide c1Ba ) 
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Dr. A. H. Willke is chairman of Ohio’s hospital 
' committee which held the forum. Other members 
of the committee are Drs. George H. Lemon, 
Pearl O. Staker, John Q. Adams, Emmett Mur- 
» ray, Thomas Berry, Hugh Amos and David J. 
Roberts. 


SAMA Appoints Liaison Representatives 

For Leading Bodies in Organized Medicine 
FoR THE SECOND straight year, the Student 
American Medical Association is designating 
’ members of its Executive Council to serve as 
liaison representatives with the various influen- 
| tial bodies in organized medicine. 
» The Academy has been notified that Miss Jean 
» Shinoda of San Francisco will be the liaison with 
_ the AAGP. 
' In so doing the SAMA believes that it can 
> better serve its members by becoming fully in- 
' formed about the many trends and developments 
' within medicine itself. SAMA plans to have of- 
’ ficial observers at the Academy’s Scientific 
_ Assemblies. 


Kentucky General Practitioners Finally Win 
Courtesy Privileges at Children’s Hospital 


AFTER ALMOST TEN YEARS, a group of Kentucky 
general practitioners have gained courtesy staff 
membership at Children’s Hospital in Louisville. 

Although the hospital’s by-laws didn’t exclude 
general practitioners from its staff, the hospital 
has maintained there didn’t seem to be any 
“qualified’’ general practitioners available. 

The Kentucky general practitioners appealed 
to the Joint Commission on Hospital Accredita- 
tion, but were told that the JCAH had no author- 
ity to intervene. 

The Kentucky physicians quoted the resolu- 
tion concerning privileges to qualified general 
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practitioners which was passed in 1955 by the 
American Medical Association. 

An appeal to the American Academy of 
Pediatrics also failed. 

Spokesman for the Kentucky general practi- 
tioners, Dr. Carroll L. Witten, questioned the 
status of Children’s Hospital after mediation at- 
tempts by the county medical society failed to 
produce results. 

He asked why public funds are being used to 
help support a hospital “‘which operates, in ef- 
fect, like a private club for the financial benefit of 
a few physicians?” 

He suggested that the hospital should receive 
no more community aid if it wanted to remain a 
private hospital. Otherwise, he hinted the gen- 
eral practitioners might seek a court order to 
prevent “unfair discrimination” by a “com- 
munity” agency. 

This approach was discouraged by the JCAH, 
but the wheels of mediation did begin to roll. 
Children’s Hospital has since appointed 11 gen- 
eral practitioners to its courtesy staff. After a 
year’s probation, they may apply for active 
positions. 


Drug Safety Regulations and Labeling 
Aid for Physicians Proposed by FDA 


THE FooD AND DruG Administration has pro- 
posed two new regulations which would insure 
the safety of new drugs and give physicians ade- 
quate information about the drugs they pre- 
scribe. 

First, they would require sweeping changes in 
the labeling. Virtually all prescription drug 
packages and printed matter distributed to phy- 
sicians to promote sale of a drug would be re- 
quired to bear complete information for profes- 
sional use of the drug, including information 
about any hazards, side effects or necessary pre- 
cautions. 
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You can see for yourself the efficient detergent action of 
Trichotine solution in reducing promptly a cervical plug 
(using a saturated cotton pledget), or washing away the 
“cheesy” exudate of monilia. 


TRICHOTINE is just as effective for therapeutic irrigation by your patient at home 
The same qualities — detergency, antisepsis, healing — 
make Trichotine ideal for the treatment of cervico-vagin- 
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itis and leukorrheas, alone or in conjunction with other ( 
antimicrobials. In the itching, burning, and foul odor of . 
non-specific vaginitis and leukorrhea the action of Tri- 


chotine is immediate and gratifying to the patient. : 


The more you expect of a douche, the more you will use 
Trichotine in the office and prescribe it for home irriga- 
The tion, and recommend it as well for postmenstrual and 


modern postcoital hygiene. 
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Other proposed labeling changes would re- 
quire drugs for injection and for use in the eyes to 
bear a quantitative declaration of all inactive 
ingredients. 

Heretofore the FDA has not required such 
fully detailed information when it was available 
in the scientific literature, or was available to the 
physician upon request. 

The second regulation would require that a 
new drug be kept off the market until the 
manufacturer’s representations regarding the re- 
liability of manufacturing methods, facilities and 
controls have been confirmed by a factory in- 
spection by the FDA. 

Such an inspection would verify that the firm 
can insure the identity, strength, quality and 
purity of each batch of the drug. 


Stanford’s New Medical Center Encounters 
Huge Debt, Many Problems in First Year 


IN LESS THAN A YEAR, Stanford’s new medical 
center in Palo Alto, Calif. has gone more than a 
million dollars into debt, according to a West 
Coast report. 

Many problems have been encountered—lack 
of indigent patients, construction delays, high 
rate schedules and administrative difficulties. 

The Stanford Medical Center is conducting a 
full-scale teaching program with virtually no 
indigent patients. 

To help offset the operating deficit, hospital 
room rates have been raised. The over-all rate 
schedule—topped by $40 per day for single 
rooms—has been one of the area’s highest. 

The rate increase caused what some physicians 
described as “‘an emotional reaction” among pa- 
tients and hospital occupancy fell more than 8 
per cent. 

As a result of the tempest, the administrator, 
Dr. E. Dwight Barnett, has resigned. His suc- 
cessor, Acting Administrator Oliver Deehan, has 
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“Your blood pressure seems normal 
for a woman of your age . . . whatever that is!” 





now announced an across-the-board cut of a dol- 
lar a day in all room rates. 


Drug Industry’s Research Spending 
In 1958 Confirmed by U.S. Government 


THE DRUG INDUSTRY’s reported expenditures for 
health research in 1958 have been confirmed by 
the U.S. government. 

Pharmaceutical Manufacturers Association, 
which represents 140 makers of prescription 
drugs, reports that correspondence with the U.S. 
Bureau of the Census showed beyond any doubt 
that the $170 million research and development 
expenditure reported by the industry for 1958 
is correct. 

The drug industry hat noted that in 1958 it 
spent $156.6 million for drug research and de- 
velopment in its own establishments and the 
balance in contracts to universities, hospitals, 
etc. However, a recent report of the National 
Science Foundation, using figures supplied under 
contract by the Census Bureau, indicated only 
$128 million for drug industry in-plant research 
for that year. 

Subsequent checking showed that the discrep- 
ancy turned up because research and develop- 
ment conducted by companies having drug divi- 
sions but whose predominant activities are in 
chemicals or other products were not included in 
the drug industry figure by the Bureau of the 
Census. 
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Medical News in Small Doses: 


Dr. JOHN M. GALBRAITH, Academy member 
from Glen Cove, N. Y., is the new president- 
elect of the Medical Society of the State of New 
York. Another Academy member, Dr. Raymond 
S. McKeeby of Binghamton, has been re-elected 
to a three-year term on the council . . . Former 
GP Medical Editor Hugh H. Hussey of Washing- 
ton, D. C., dean of Georgetown University 
Medical School, has been nominated by Presi- 
dent Eisenhower to a four-year term on the board 
of regents of the National Library of Medicine. 
A new library building, costing $7.5 million is 
being erected in Bethesda, Md. and will be dedi- 
cated next year. Nominated also for regent posts 
were Dr. William L. Valk, professor of surgery 
and chief of the Section on Urology at the Uni- 
versity of Kansas Medical Center, and Dr. 
Robert M. Stecher, associate professor at West- 
ern Reserve University . . . Following more than 
a year’s preparation, the College of General 
Practice of Canada has now been incorporated 
and approved by the Canadian Parliament .. . 
Academy Member R. J. Moorhead, Yazoo City 
has the honor of being the first chairman of the 
newly-created Section on General Practice of the 
Mississippi State Medical Association. The reso- 
lution calling for the new group within the 
MSMA was introduced by another well known 
AAGP member, Dr. William Lotterhos of Jack- 
son, Miss. . . . The front page of a recent issue 
of El Dia Medico which is published in Buenos 
Aires, Argentina is devoted to a speech on gen- 
eral practice by Academy Member Samuel A. 
Garlan of New York City. It is a reprint from a 
December, 1959 issue of the Journal of the Ameri- 
can Medical Association . . . Academy Member 
Jack C. Redman of Albuquerque, a member of 
the Commission on Legislation and Public 
Policy, heads the Doctors for Nixon Committee 
in New Mexico. The Republican Party appointed 
him in August. 
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Here at Swift, we bring all 
the skill acquired through 
105 years of experience as 
a meat specialist, to the 
preparation of this impor- 
tant growth food for babies. 

Continuing research 
guides us in every step... 
from the selection of lean 
cuts through processing 
that retains high nutritive 
values. 

This specialization in 
meats and meat dishes and 
the exacting standards we 
set for ourselves, assure 
optimal nutrition and 
enjoyment for your little 
patients when you recom- 
mend Swift’s Meats for 
Babies. 
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News from the State Chapters 


SEVENTY OF New Mexico chapter’s 101 members 
attended its third annual Ruidoso summer clinic 
July 18-21 in Ruidoso. 

Heart. disease, mother and child, cancer and 
emergencies were the topics of discussion for the 
eight speakers, all from Kansas. 

Giving the varied program of lectures and 
panel discussions were Dr. Ernest Crow, cardi- 
ologist from Wichita; Dr. Frank F. Allbritten, 
Jr., surgeon; Dr. Franklin C. Behrle, pedia- 
trician; Dr. John F. Christianson, internist; Dr. 
Mahlon H. Delp, internist; Dr. Donald R. Ger- 
mann, radiologist, and Dr. Kermit E. Krantz, 
obstetrician, all from the University of Kansas 
Medical Center. 

At a combined luncheon and business meeting, 
Dr. Ulysses S. Marshall was installed as presi- 
dent, succeeding Dr. C. P. Bunche of Artesia. 
Dr. Jack C. Redman, Albuquerque, a member of 
the AAGP’s Commission on Legislation and 
Public Policy and president of the Albuquerque 
chapter was named president-elect. Other new 
officers, both from Roswell, are Dr. Fred Brown, 
vice president and Dr. R. W. Briggs, secretary- 
treasurer. 

Dr. John G. Walsh of Sacramento, Calif., 

AAGP president, spoke at the annual banquet 
held in Carrizo Lodge. 
@ Symposia on diuretics, cardiology, headache, 
cancer and psychiatry will highlight the program 
of New York chapter’s 12th annual meeting 
October 17-19 in Buffalo. The meeting will be 
held during “Family Doctors Week” which has 
_— proclaimed by Governor Nelson A. Rocke- 
eller. 

Included in the first day’s program will be an 
address of welcome by the president of the New 
York State Medical Society and a panel on 
diuretics. Panelists are Drs. Albert N. Brest, 
Morton Fuchs, Lewis C. Mills and Alan W. 
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Ruidoso Speakers and Officers— Among the key persons at- 
tending New Mexico chapter’s annual summer clinic in Rui- 
doso were (left to right) Dr. Ernest Crow, speaker; Dr. 
Franklin C. Behrle, speaker; Dr. Kermit E. Krantz, speaker; 
Dr. Mahlon H. Delp, speaker; Dr. U. S. Marshall, Roswell, 
new president of the New Mexico chapter; Dr. C. P. Bunche, 
Artesia, retiring president, and Dr. Randall W. Briggs, Ros- 
well, secretary-treasurer. New officers not shown include Presi- 
dent-elect Jack C. Redman and Vice President Fred Brown. 


Winshel, all of Hahnemann Medical School and 
Hospital, Philadelphia. 

A panel on cardiology will be presented the 
following morning by Dr. E. Cowles Andrus, 
Johns Hopkins University; Dr. Aldo A. Luisada, 
Chicago Medical School; Dr. Henry I. Russek, 
U. S. Public Health Service Hospital, Brooklyn, 
and Dr. Sol Sherry, Washington University 
School of Medicine, St. Louis. 

Dr. Bernard C. Glueck, Institute of Living, 
Hartford, and Dr. John R. Graham, Faulkner 
Hospital, Boston, will speak in the afternoon on 
headache. 

A symposium on cancer to be held on the final 
morning of meetings will be composed of Drs. 
James T. Grace, Kenneth H. Eckert, James F. 
Holland, Walter T. Murphy and Leon Stutzman, 
all of the Roswell Park Memorial Institute. 

The three-day meeting will be brought to a 
close by Dr. S. Mouchey Small, University of 
Buffalo; Dr. C. Knight Aldrich, University of 
Chicago; Dr. John A. P. Millet, New York 
School of Psychiatry, and Dr. Stewart Wolf, 
University of Oklahoma School of Medicine, who 
will present a panel on psychiatry. 

In furthering its activities throughout the 

state, the New York chapter has employed Mr. 
Carl Weber as field director. Mr. Weber was 
formerly executive director of the Monroe Coun- 
ty (New York) Medical Society. 
e@ Academy President John G. Walsh of Sacra- 
mento, Calif. will deliver the welcoming address 
for the California chapter at its annual meeting 
this month in San Francisco. 

The October 16-19 meeting in San Francisco’s 
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FLEXIBILITY 


in the formula base has obvious ad- 
vantages to the physician, who must 
decide what each infant needs, and 
when changes are indicated. An evap- 
orated milk formula is a prescription 
formula, permitting the physician to 
adjust 
... the type and amount of 
carbohydrate 


... the degree of dilution to 
required strength 


Evaporated milk is the formula base 
proved successful by clinical experi- 
ence ... for 50 million babies. 





FLEXIBILITY PLUS: qa=> 
Higher protein level recommended 
when cow’s milk is fed to babies : 
Added vitamin D in required . 
amounts Wabouaten 
Maximum nourishment— mini- MILK * 
mum cost to parents nein — “ad 





PET MILK COMPANY, ST. LOUIS 1, MO. 
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fabulous Masonic Temple will assemble a roster 
of top-flight speakers. 

They will be Drs. John G. Young, Dallas; 
George Crile, Jr., Cleveland; E. H. Rynearson, 
Rochester; Ben W. Lichtenstein, Chicago; Alan 
R. Moritz, Cleveland; Robert B. Greenblatt, 
Augusta; Harry F. Dietrich, Beverly Hills; Jo 
Ann Taylor, Glendale; Charles F. Langmade, 
Pasadena; Donald E. King, Rees B. Rees, Jr., 
Walter Birnbaum, Francis L. Chamberlain, Er- 
nest W. Page, Donald R. Smith, Meyer Fried- 
man, Gus T. Kerhulas, all of San Francisco and 
Reginald H. Smart, Ervin E. Nichols and Victor 
D. Newcomer, all of Los Angeles. 

e The annual meeting of the Colorado chapter is 
being planned for November 9-12 at the Brown 
Palace Hotel in Denver. 

Following a movie on the first day of the 
scientific program, Dr. William Davis, Dr. Dale 
Atkins, and Dr. E. Howard Fralick, all of Den- 
ver, will speak. 

During the luncheon, there will be a round- 
table discussion on ““The Physician’s Respon- 
sibility to Patients With Incurable Disease.” 

Speakers for the afternoon program will be 
Drs. William A. H. Rettberg, William Kubit- 
schek and F. A. Garcia, all of Denver. 

Dr. Charles Cooper of St. Paul, Minn., past 
vice president and former member of AAGP 
Board of Directors and presently a member of the 
Joint Commission on Accreditation of Hospitals, 
will speak at the dinner. 

Speaking on the third day of meetings will be 
Dr. A. E. Prevedel, Dr. David Halfen and Dr. 
Dalton Jenkins, all of Denver. 

Dr. Sydney Birdseye of Denver, will address 
the group on the final day of meetings. His topic 
will be “The General Practitioner in Australia.” 

The session will close with a business meeting 
and election of officers. 

@ As an added attraction to the annual meeting 
of the North Dakota chapter which is being held 
November 18 and 19 in Grand Forks, a basic 
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science program, sponsored by the University of 
North Dakota School of Medicine, is planned 
for November 17. 

Speaking at the regular meeting will be Dr. W. 

M. Buckingham, president of the North Dakota 
chapter; Dr. Francis L. Land, regional advisor of 
the AAGP Commission on Education; Mr. Rob- 
ert Vaaler, Grand Forks attorney; Dr. Harris 
Hanson, Bismarck; Dr. E. A. Haunz, Grand 
Forks; Dr. John Gillam, Fargo; Dr. Charles 
Neumeister, Minneapolis; Dr. William A. Hud- 
son, Detroit; Dr. Harold E. Miller, Minnea- 
polis; Dr. E. G. Olmstead, University of North 
Dakota; Dr. Gene Garrett, Bismarck; Dr. James 
Murray, Fargo, and Dr. Raymond Bieter, Uni- 
versity of Minnesota. 
@ The 13th annual meeting of the Arkansas 
chapter to be held October 12-13 at the Lafayette 
Hotel in Little Rock, will feature six well known 
speakers. 

Appearing on the program will be Dr. G. E. 
Burch, Tulane; Dr. James Stokes, Washington 
University; Dr. Mila Pierce, University of Chi- 
cago; Dr. Milton Erickson, Phoenix; Dr. Phillip 
Schierer, University of Tennessee, and Wade 
Smith, D.D.S., Little Rock. 

@ The Chase Hotel in St. Louis will be the site 
of the 12th annual meeting of the Missouri chap- 
ter November 5-6. 

Speakers for the Saturday morning symposium 
on neurology and psychiatry will be Drs. Ken- 
neth Appel, Philadelphia; Walter L. Moore, St. 
Louis, and Robert J. Mueller, St. Louis. 

Saturday afternoon, Drs. E. H. Rynearson, 
Rochester, Minn.; William H. Knight, Jr., St. 
Louis, and Robert H. Schneider, Oklahoma City 
will comprise a symposium on medicine. 

A general scientific symposium will be held 
Sunday morning with Drs. L. R. Sante, St. 
Louis; Elmer Hess, Erie, Pa., and John A. 
Buessler, Columbia, Mo. 

Speakers for the last session—a symposium on 
surgery—will be Drs. C. W. Mayo, Rochester, 
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...Needs “air in a hurry,” ... 


you can provide it with a single, convenient tablet of 
NEPHENALIN® PEDIATRIC. Placed under the tongue, 
NEPHENALIN PEDIATRIC releases isoproterenol HCl, 5 mg., 
potent epinephrine homologue, to open the airway with 
utmost speed. Swallowed, the small square red tablet gives 
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the child sustained asthma relief with the well-known, 
reliable combination of theophylline (1% gr.), ephedrine 
(3A6 gr.) and phenobarbital (1% gr.). NEPHENALIN PEDIATRIC 
is available for your prescription in bottles of 20 and 100 
tablets. Also available: NEPHENALIN (for adults). 

Tuos. LEEMING & Co., INc., NEw YorK 17, NEw YorK. 


Nephenalin 
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_Minn.; Kenneth K. Keown, Columbia, Mo.; 
_ Brown M. Dobyns, Cleveland, and Eugene 
- Bricker, St. Louis. 

Mr. Chester Lauck, who will be remembered 
' as “Lum” of the popular “Lum and Abner” 
' radio team, will be the featured speaker at the 
_ president’s installation banquet on the Chase 
' Starlight Roof. 

' All doctors of medicine are invited to attend 
' any meetings of the two-day session. 


_ @ The Oregon chapter will hold its own annual 


' meeting October 6-8 at the Eugene Hotel in 
' Eugene. Early in August the Oregon chapter was 
' also a participant in the Second Northwest Re- 
_ gional meeting which included Idaho, Montana 
and the host chapter, Washington. 

| +=Speakers for the three-day program in Eugene 
' will be Drs. Will Mayer, Honolulu; Clinton L. 
' Compere, Chicago; Dalton Jenkins, Denver; 
Jesse D. Rising, Kansas City; H. Corwin Hin- 
shaw, San Francisco; Stanley A. Boyd, Portland 
and Robert Bowen, Donald Stainsby and Frank 
Benson, all of Eugene. 

Scheduled on the business program are meet- 
ings of the congress of delegates and reference 
committees. 

On Saturday afternoon, following the meeting, 
a golf tournament, fishing and a football game 
are planned. 

A traveling lecture program, arranged by the 
Oregon chapter, was given throughout the state 
during August. 

Dr. Sumner Yaffe from the Stanford Medical 
Center and Dr. John R. Montague of Portland 
provided the lectures, speaking on “Recent 
Trends in Pediatric Pharmacology,” and “‘Diag- 
nosis, Treatment, and Management of Alco- 
holism,” respectively. 

Each lecture lasted for one and one-half hours, 
followed by a no-host dinner and panel discus- 
sion. 

Meetings were held in Coos Bay, Medford, 
Eugene and La Gronde. 
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“If that doesn’t work, Doctor, 
will you be at the Brown’s party next week?” 





@ At a recent meeting in Atlantic City, the New 
Jersey chapter adopted a revised consitution and 
by-laws. By this action a new bill of rights was 
created and the chapter’s congress of delegates 
was made a legal body. With its new status, the 
congress has the right to help make decisions on 
matters of state and national importance as well 
as the responsibility of leading the chapter to- 
ward future growth. 

e@ A symposium on clinical medicine, sponsored 
by the Kentucky chapter, was held August 21 
in Lexington. 

Speaking at the morning program were Dr. 
William E. Barfield, Medical College of Georgia, 
“Endocrine Imbalance in Adolescence,”’ and Dr. 
M. Edward Davis, University of Chicago School 
of Medicine, ‘““The Menopausal Syndrome.” 

At a luncheon for the doctors and their wives, 
Dr. Joseph B. Parker, University of Kentucky 
Medical Center, spoke on “Special Psychiatric 
Problems of the Adolescent.” 

Dr. John C. Beck, Royal Victoria Hospital, 

Montreal, and Dr. Francis M. Forster, Univer- 
sity of Wisconsin School of Medicine lectured in 
the afternoon on ‘Adrenal Physiology and Its 
Implications” and “‘Convulsive Disorders—Di- 
agnosis and Management,” respectively. 
@ The first dinner meeting of the new Kanawha 
(West Virginia) chapter was held July 12 at the 
Kanawha Country Club. Temporary officers, 
headed by Dr. P. A. Haley, were elected May 17 
at an organizational meeting. 












“Well, I always prescribe Rorer’s Maalox. It’s an excellent 
antacid, doesn’t constipate and patients will take it indefinitely.” 
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MAALox® an efficient antacid suspension of magnesium-aluminum hydroxide 
gel offered in bottles of 12 fluidounces. 


TABLET MAALox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 


TABLET Maatox No. 2: 0.8 Gram, double strength (equivalent to two 
teaspoonfuls), Bottles of 50 and 250. 


Samples on request. 
WituraM H. Rorer, INc., Philadelphia 44, Pennsylvania 
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STATES ARE BEING URGED to participate as fully 
as possible in the federal-state program ap- 
proved by Congress in the bob-tailed, post-con- 
vention session. 

Under the program, liberal federal matching 
funds are offered the states to help take care of 
the health care costs of needy and near-needy 
persons 65 and older. The program started Octo- 
ber 1 but some states must enact new state 
legislation or revise old-age assistance plans 
before they can receive federal matching funds. 

HEW secretary Flemming directed his de- 
partment to advise the states on how they could 
join in the program. Organized medicine at the 
state level also is cooperating. 

Satisfactory implementation of the program 
could take much of the steam out of the threat- 
ened future drives by the AFL-CIO and “liberal” 
Democrats to put health care for the aged under 
social security. 

Congressional approval of the federal-state 
program, supported by the American Medical 
Association and allied health groups, was a de- 
feat for the proponents of the social security ap- 
proach. But these groups and individuals warned 
they would push the issue in the next Congress. 

The AFL-CIO called the Congressional action 
“only a temporary and short lived victory”’ for 
those who oppose putting health care for the 
aged under social security. An AFL-CIO News 
editorial said: ‘The issue of health care for the 
aged has not been solved by the Senate vote; it 
will play a major part in the election campaign.” 

The editorial referred to the key Senate vote 
on the issue which marked a 51-44 defeat for the 
social security proposal of Sen. John F. Ken- 
nedy. A coalition of Republicans and Southern 
Democrats engineered the defeat. 

Sen. Robert S. Kerr (D—Okla.) was the main 
architect of the plan finally approved by Con- 
gress and signed into law by the President. The 
Senate plan modified a House-approved program 
by increasing the percentage of federal matching 
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funds and making administrative changes de- 
signed to facilitate state participation. 

The program does two things: 

1) It authorizes increases in grants to states 
to help with health care expenses of 2.4 million 
persons on old age assistance roles, and 

2) Offers the states matching funds to finance 
a new program of health care for an estimated 
10 million aged persons who are not on relief but 
whose incomes may be inadequate to take care 
of all their health costs. 

Implementation of the program rests entirely 
with the individual states after they have ob- 
tained federal approval of a plan. It is up to a 
state whether it participates. States set eligibility 
standards for beneficiaries and decide what 
health services are provided. 

The new law authorizes complete health serv- 
ices for the needy and near-needy aged. These 
include inpatient hospital services, skilled nurs- 
ing home services, physicians’ services, private 
duty nursing services, physical therapy and re- 
lated services, dental services, laboratory and 
x-ray services, prescribed drugs, eyeglasses, den- 
tures and prosthetic 
devices, diagnostic 
screening and preven- 
tive services and any 
other medical or re- 
medial care recognized 
under state law. 

The federal govern- 
ment will contribute 
50 to 80 per cent of the 
cost of the program 
with states with low 
per capita income get- 
ting the larger per- 
centages of federal aid. For medical expenses 
of persons on old age assistance rolls, the federal 
contribution will be a percentage of an amount 
equal to $12 multiplied by the number of old age 
assistance recipients in a particular state. 


Senator Robert S. Kerr 
(D—Okla.) 
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ACUTE PHARYNGITIS, LOBAR AND - 
BRONCHOPNEUMONIA, LARYNGITIS, 
CERVICAL ADENITIS, BRONCHITIS, 
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BEFORE YOU WRITE FOR AN ANTIBIOTIC CONSIDER 
THE “PLUSES’ OF NEW ALPEN FOR YOUR PATIENTS! 


Alpen is more active against clinical isolates of penicillin-resistant staphy- 
lococci than older penicillins. Alpen is indicated for acute and chronic 


streptococcal infections. Alpen is rapidly 
absorbed to produce high blood levels. 
Alpen has greater freedom from the G.I. 


sequelae of the broad spectrum -mycins. 


See ALPEN Sta mplete details. 
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The $12 limitation figure is not applicable to 
federal matching funds for financing the health 
care of the near-needy. 

HEW estimates—educated guesstimates—for 

first-year costs of the program were $202 million 
federal and $60 million state, a total of $262 
million. Annual costs will rise by the end of the 
fifth year to $340 million federal and $180 million 
state. State action will determine to a large de- 
_ gree how accurate these guesstimates are. 
_ The medical care program was part of an omni- 
bus bill, Social Security Amendments of 1960, 
which eliminated the age 50 requirement for 
eligibility for disability insurance benefits. The 
Senate took out of the House bill a provision to 
extend social security coverage to physicians. 

Congress also passed legislation authorizing 
expenditure of $10 million in counterpart funds 
in foreign countries to stimulate international re- 
search; authorizing up to 15 per cent of National 
Institutes of Health research grants for non- 
governmental medical research; directing a broad 
study of air pollution problems; requiring in- 
formative labeling of packages of hazardous sub- 
stances for household use, and giving the govern- 
ment power to establish a tolerance on the 
amount of color additives in various products. 

Failure of the Senate to act killed a House-ap- 
proved measure that would have given physi- 
cians and other self-employed persons a tax 
break on income put into private pension plans. 


Other Washington Developments 


MEDICAL ADVISORY PANEL 


The Federal Aviation Agency announced it 
would create a Medical Advisory Panel to pro- 
vide for an impartial review of petitions from 
airmen for exemption from medical standards of 
the agency. The panel was to be named by 
November 9. 

[t will have the responsibility of considering 
each petition and making recommendations to 
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the FAA Administrator as to whether “the 
specific nature of the medical defect of the appli- 
cant ... is such that he may be exempted from 
such standards without endangering the safety 
of the public during the period of validity of such 
medical certificate.” 


LIVE-VIRUS POLIO VACCINE 


The USPHS has approved for manufacture 
and general use in the United States the oral live- 
virus poliomyelitis vaccine developed by Dr. 
Albert Sabin of the University of Cincinnati. 

Four large vaccine makers indicated they 
would apply for licenses to manufacture it com- 
mercially. Substantial quantities are expected 
to be available in nine to 12 months. 

Dr. Julian P. Price, Florence, S.C., chairman 
of the AMA’s Board of Trustees, hailed the PHS 
approval of the vaccine as “most gratifying.”’ He 
predicted it “will be one more powerful weapon 
against an ancient and crippling disease.” 

In announcing approval of the vaccine, Dr. 
Leroy E. Burney, surgeon general of the PHS, 
said he would confer with representatives of the 
medical and health professions and voluntary 
health agencies regarding its use. 

He did not anticipate that the live-virus vac- 
cine would displace the killed-virus Salk vaccine. 

“There is a need for both and they will comple- 
ment each other,”’ he said. 


NIXON-LODGE COMMITTEE 


A Doctor’s Committee for Nixon-Lodge start- 
ed with 11,500 members in the 50 states, accord- 
ing to its chairman, Dr. Elmer Hess, Erie, Pa. 

“As physicians, we have a great stake in the 
outcome of the election November 8,” Dr. Hess, 
a former president of the AMA, said. “By sup- 
porting Vice President Richard Nixon we can 
help assure the continuation of medical freedom 
in this country. The Vice President will have a 
program assuring adequate medical care without 
socialized medicine if he is elected.” 








The patient takes one Meprospan-400 capsule at 
breakfast. She has been suffering from recurring 
states of anxiety which have no organic etiology. 


The physician listens to a tense, nervous patient 
discuss her emotional problems. To help her, he 
prescribes Meprospan® (400 mg.), the only con- 
tinuous-release form of meprobamate. 
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She takes another capsule of Meprospan-400 with 
her evening meal. She has enjoyed sustained 
tranquilization all day —and has had no between- 
dose letdowns. Now she can enjoy sustained 
tranquilization all through the night. 


She stays calm while on Meprospan, even under 
the pressure of busy, crowded supermarket shop- 
ping. And she is not likely to experience any 
autonomic side reactions, sleepiness or other 


discomfort. 
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Peacefully asleep . . . she rests, undisturbed by 
nervousness or tension. (Samples and literature 
on Meprospan available from Wallace Labora- 
tories, Cranbury, N. J.) 


Relaxed, alert, attentive ...she is able to listen 
carefully to P.T.A. proposals. For Meprospan 
does not affect either her mental or her physical 


efficiency. 
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CONTINUED FROM PAGE 33 


On the Calendar 


* Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 





NOVEMBER 


*2-3: University of Buffalo School of Medicine, course on 
clinical dialysis, University of Buffalo School of Medi- 
cine, Buffalo, N.Y. 

_ 8: Mecklenburg (North Carolina) County chapter, sym- 

"y posium, Charlotte Hotel, Charlotte, N. C. 

4 *3: Maryland chapter and District of Columbia General 

Hospital, course on current topics in cardiovascular 

% medicine, Mayflower Hotel, Washington, D. C. (6 hrs.) 

_ *3-5: University of Colorado, fractures, University of Colo- 
rado Medical Center, Denver. (20 hrs.) 

*5-6: Missouri chapter, annual meeting, Chase Hotel, St. 
Louis. (10 hrs.) 

*8-10: Michigan chapter, annual meeting, Sheraton-Cadil- 
lac Hotel, Detroit. (11 hrs.) 

*9: Cleveland (Ohio) chapter and the Cleveland Area Heart 
Society, course on daily problems in heart care, Carter 
Hotel, Cleveland, Ohio. (5 hrs.) 

*9-10: University of Buffalo School of Medicine, course on 
modern laboratory procedures in clinical practice: their 
use and interpretation, University of Buffalo School of 
Medicine, Buffalo, N. Y. 

9-11: Colorado chapter, annual meeting, Brown Palace, 
Denver. 

"9-18: Duke University, Medical Cruise Seminar, M/S 
Kungsholm. (20 hrs.) 

*10-12: San Diego (California) chapter, scientific sympo- 
sium, Riviera Hotel, Las Vegas, Nev. 

10-13: Pacific Coast Fertility Society, Ninth Annual Meet- 
ing, Las Vegas, Nev. (1214 hrs.) 

11: Grayson County Medical Society, annual Blackford 
Memorial Lecture, Denison, Tex. (4 hrs.) 

11-12: University of Texas Postgraduate School of Medi- 
cine and the University of Texas M. D. Anderson Hos- 
pital and Tumor Institute, clinical symposium on pedi- 
atric oncology, Houston. 
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*15: Memphis (Tennessee) chapter, course on office sur- 
gery, Medical-Surgical Building, Memphis. (1 hr.) 

*16: Seton Hall College of Medicine and Dentistry, semi- 
nar on selected topics in medicine, St. Francis Hospital, 
Trenton, N. J. (5 hrs.) 

*16-18: University of Buffalo School of Medicine, course in 
electrocardiography, University of Buffalo School of 
Medicine, Buffalo, N. Y. 

*16-18: Florida chapter, southeastern states cancer semi- 
nar, Cherry Plaza Hotel, Orlando. (18 hrs.) 

*18: Indiana chapter and St. Joseph County Medical So- 
ciety, symposium on clinical medicine and surgery, Pick- 
Oliver Hotel, South Bend. (6 hrs.) 

18-19: North Dakota chapter, annual meeting, University 
of North Dakota, Grand Forks. 

*19: Hennepin County (Minnesota) chapter, course on of- 
fice cancer detection, Methodist Hospital, Minneapolis, 
Minn. (7 hrs.) 

*28-30: North Carolina chapter, annual meeting, Carolina 
Hotel, Pinehurst. (12 hrs.) 

*28-2: University of Texas, symposium on coronary artery 
disease, Texas Medical Center, Houston. (19 hrs.) 

*29-1: Medical College of Georgia and the Medical College 
of Georgia Foundation, Inc., course on fractures in 
general practice, Medical College of Georgia, Augusta. 
(18 hrs.) 

29-2: American Medical Association, clinical meeting, 
Washington, D. C. 

*30-1: University of Buffalo School of Medicine, course in 
obstetrics and gynecology, University of Buffalo School 
of Medicine, Buffalo, N. Y. 


DECEMBER 


*5-9: Hahnemann Medica! College, course on inflammation 
and diseases of connective tissues, Hahnemann Medical 
College, Philadelphia, Pa. (35 hrs.) 

*6-8: Medical College of Georgia, the Medical College of 
Georgia Foundation, Inc. and the Georgia Diabetes As- 
sociation, workshop on diabetes, Medical College of 
Georgia, Augusta. (18 hrs.) 

*8: University of Buffalo School of Medicine, course in 
forensic medicine, University of Buffalo School of Med- 
icine, Buffalo, N. Y. 

*12: Harris County (Texas) chapter and the University of 
Texas, disease of the fetal membranes—polyhydramnios 
and hyatid moles, Jesse Jones Library Building, Hous- 
ton. (1 hr.) 

*15: Tom Moore (Tennessee) chapter, ““Treatment of Frac- 
tures in Children’ and “Diagnosis and Management of 
Foot Abnormalities in Small Children,” Cookeville, 
Tenn. (2 hrs.) 








Annual Scientific Assembly 


The American Academy of General Practice a 


APRIL 17-20, 1961 
MIAMI BEACH, FLORIDA 


Assignments Will Begin on November 1, 1960. 


ALTHOUGH there is a large number of hotels in 
Miami Beach and a maximum of their rooms will 
be available for our Assembly, previous years’ at- 
tendance indicates all rooms will be assigned by 
March 1, 1961. But if you are unable to attend, 
cancel early so another member may have an 
opportunity to attend. 


REMEMBER: 


e Room assignments will be made in order 
received. 


e Reservation requests should be sent to 
the AAGP Housing Bureau, P.O. Box 
1511, Miami Beach, Florida. 


e No rooms available at the Eden Roc ex- 
cept those set aside for delegates and 
speakers. Delegates must make their 
own reservations although a block of 
rooms is reserved for them. A special 
form will be sent delegates of record. 


e Be sure to list definite arrival and de- 
parture time; names of all occupants of 
room. 


e The Congress of Delegates convenes at 


Application for Housing Accommodations 


FOR YOUR CONVENIENCE in making hotel reser- 
vations for the coming meeting of The Ameri- 
can Academy of General Practice on April 
15-20, 1961, in Miami Beach, hotels and their 
rates are listed. Use the form on the opposite 
page, indicating your first, second and third 
choice. Because of the limited number of sin- 
gle rooms available, you will stand a much 
better chance of securing accommodations at 
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# Miami 
® Beach 


2:00 p.m., Saturday, April 15, atthe 

Eden Roc Hotel. 

Academy Headquarters for the scientific 

Assembly will be at the Miami Beach 
Auditorium. Scientific sessions open at 

1:00 p.m., Monday, April 17. _ 


Delegates’ registration at the hotel Sat- 
urday morning, April 15. Advance regis- 
tration for members at the hotel on Sat- 
urday afternoon, April 15, and Sunday, 
April 16; also at the Miami Beach Audi- 
torium on Sunday, April 16. Starting 
Monday morning, April 17, all registra- 
tion at the Miami Beach Auditorium. 

CANCEL EARLY if you cannot attend so 
another member may obtain a room. 


the hotel of your choice if you request rooms 
to be occupied by two or more persons. All 
reservations must be cleared through the 
housing bureau. All requests for reservations 
must give definite date and hour of arrival as 
well as definite date and approximate hour of 
departure. Names and addresses of all persons 
who will occupy rooms requested MUST be 
included. 
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Singhe Twin Suite 
1. Algiers 12.00 14.00-16.00 32.00- 48.00 
2. Atlantis 7.00 8.00-10.00 
3. Barcelona 10.00 10.00-14.00 30.00 
4. Belmar 6.00 8.00-10.00 
5. Casablanca 9.00 11.00 
6. Crown 10.00 12.00-14.00 25.00- 45.00 
7. Deauville 12.00-20.00 
8. Delmonico 14.00-16.00 16.00-18.00 
9. Delano 8.00-10.00 10.00-14.00 
10. di Lido 8.00-10.00 10.00-14.00 24.00- 42.00 
11. Eden Roc 14.00-16.00 18.00-20.00 25.00- 74.00 
(Headquarters Hotel—No Rooms Available) 
12. Empress 8.00 10.00-12.00 
13. Fairfax 8.00-10.00 12.00- 14.00 
14. Fontainebleau 16.00-22.00 16.00-22.00 50.00-100.00 
(Also Headquarters Hotel—Limited Number of Rooms Available) 
15. Lucerne 9.00 10.00-12.00 25.00- 37.00 
16. Montmartre 12.00 14.00-18.00 
17. National 10.00 22.00 
18. Nautilus 9.00 10.00 14.00- 22.00 
19. President Madison 8.00 10.00 20.00 
20. Prince Michael 7.00 9.00 
21. Promenade 7.00 9.00 18.00 
22. Raleigh 8.00 10.00 
23. Rendale 5.00 6.00 12.00- 14.00 
24. Richmond 8.00 8.00 
25. Robert Richter 10.00 
26. Roney Plaza 10.00-14.00 12.00-16.00 30.00- 60.00 
27. Sagamore 10.00 12.00 18.00 
28. San Marino 8.00 10.00-12.00 24.00 
29. Sans Souci 12.00 12.00 
30. Saxony 12.00-16.00 12.00-16.00 30.00 
$1. Sea Gull 8.00 10.00-14.00 
32. Sea Isle 10.00 12.00-16.00 
33. Seville 12.00 14.00-16.00 30.00- 45.00 
34. Shelborne 10.00-12.00 14.00-18.00 32.00- 50.00 
35. Sherry Frontenac 8.00 9.00-11.00 
36. Shore Club 8.00 10.00-14.00 
37. Sorrento 6.00-10.00 6.00-10.00 
38. South Seas 6.00 8.00 14.00 
39. Surfcomber 6.00 8.00- 9.00 20.00- 30.00 
40. Surfside Plaza 8.00 10.00 
41. Traymore 7.00 9.00 
42. Versailles 10.00 10.00 


The above quoted rates are existing rates, but are, of course, 
subject to any change which may be made in the future. 


APPLICATION FORM FOR HOUSING ACCOMMODATIONS) ALL. | IONS MUST BE RI ED PRI PI 
AAGP Housing Bureau Please reserve the following accommodations 
P.O. Box 1511 for the AAGP Annual Scientific Assembly 
Miami Beach, Florida on April 17-20, 1961 in Miami Beach. 

ee eee Twin Bedied Room.................:........ BI ines icinnscnsscdiccancsncaiete 
gE SEI OC Ae ae i Nee re Duane eee Pr ROE NPT Tarn Rate: From @.............- | REE, 
First Choice Hotel........................-..--- Second Choice Hotel.......................... Third Choice Hotel........................ 
0S LO EEE RET Se POT. OE TE See a Sree P.M. 
EES RAPIST ESSIEN Se RTL eC oe CN Serer Ene Oe I iecccitceisinesistheal oe P.M. 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of 
both persons for each twin bedded room requested. Names and addresses of all persons for whom you are 
requesting reservations and who will occupy the rooms asked for: 


If the hotels of your choice are unable to 


(Individual Requesting Reservations) accept your reservation, the AAGP Hous- 

ST A eee an oy, Ae De ees, BE Searle ing Bureau will make as good a reserva- 

Add iy tion as possible elsewhere providing that 
reas.............. a sea a a Maa 0g TN bah a ar all hotel rooms available have not al- 

EN EE LE OE EN OT ee ER ERM eee ready been taken. 
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BESIDES jogging and refreshing you on 
diagnosis and therapy, 1960 Abstracts 
brings you new ideas presented at the 
Scientific Assembly in Philadelphia. You 
get information you can use about con- 
ditions you encounter. Of 141 articles, 14 
deal with obstetrics and gynecology. Ten 
concern pediatrics. Eight discuss arth- 
ritic conditions. 

You appreciate how quickly Abstracts 
delivers its content (see the opposite 
page to learn how this is accomplished). 
In brown imitation leather binding, Ab- 
stracts look good on your desk or shelf 
— shows you’re interested in staying 
abreast of science. The price is ten dol- 
lars a copy, postage paid. Satisfaction 
guaranteed or your money back. 


MATHEW R. FITZPATRICK, M.D., 
inspects a copy of Abstracts. 








HOW CAN 


1960 Abstracts 
HELP 
MY PRACTICE? 




















The American Academy of General Practice 
Volker Boulevard at Brookside 


Kansas City 12, Missouri 


1960 ABSTRACTS 


USEFULNESS in your practice typified 
the offerings at Philadelphia last March. 
This helped us when time came to con- 
dense the program for you to review. 
(The ten abstractors and I have prac- 
tices similar to yours.) Here, for exam- 
ple (listed at the lower right of this 
page), are eight of 141 titles you’ll find 
in 1960 Abstracts. 

Before the meeting, scientific exhibi- 
tors sent us descriptions and illustra- 
tions of their displays. Then, during As- 
sembly, one of our committeemen studied 
each booth, collected literature, chatted 
with the exhibitor and took notes. 

In the lecture hall, the doctor covering 
a presentation sat in on it, reviewed a 
transcription of the speech’s taped re- 
cording, then edited an abridgement pre- 
pared by the speaker himself. 

Finally, we boil and condense and 
whittle each presentation until you get 
the kernel—the very pith. It comes to 
you in outline with illustrations (some 
in color) when indicated. 

The whole Assembly is bound into one 
book of 288 pages, 834” by 111,” in size. 
I feel certain 1960 Abstracts could be of 
value in your practice. See if you agree. 
Clip, mark and mail the coupon today 
for a copy to inspect. 


GP October 1960 


AS SOON AS it is published, please send me one copy of 1960 Abstracts 
(summary of Philadelphia Assembly) and bill me for ten dollars. I 
understand if I am not satisfied I may return the book without obliga- 
tion. 


Please print: 


le a a ee SD ce a ce eee 





Secrets 

of Summarizing 
a Scientific 
Assembly 


by 

ALBERT §S. DIX, M.D., 
Medical Editor 
1960 Abstracts 








Crisis; Abdominal or Cardiac? 
Nutrition Nonsense 

Cancer Detection in Well Adults 
Family Centered Obstetrics 

The Postpartum Patient 
Congestive Heart Failure 

Who Has VD? 


Hypnosis in General Practice 
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FURACIN-HC 


(NITROFURAZONE 0.2% AND HYDROCORTISONE 1%, EATON) 


CREAM 


INFECTED AND POTENTIALLY INFECTED DERMATOSES / PYODERMAS / ULCERS 
BURNS / AFTER PLASTIC, ANORECTAL AND MINOR SURGERY 





FURACIN-HC Cream combines the anti-inflammatory and antipruritic effect of hydrocorti- 
sone with the dependable antibacterial action of FURACIN®, brand of nitrofurazone—the 
most widely prescribed single topical antibacterial. The broad bactericidal range of 
FURACIN includes stubborn staphylococcal strains, and there has been no development 
of significant bacterial resistance after more than a dozen years of widespread clinical 
use. FURACIN is gentle to tissues, does not retard healing; its low sensitization rate is 
further minimized by the presence of hydrocortisone. 

FURACIN-HC Cream is available in tubes of 5 Gm. and 20 Gm. Fine vanishing cream base, 
water-soluble. 

NITROFURANS—a unique class of antimicrobials / EATON LABORATORIES, NORWICH, NEW YORK 


Products of Eaton Research 
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